


i: you, we want every baby to have a chance of a happy childhood well protected against the major 
«tious diseases. In pursuit of this ideal our scientists are constantly seeking to produce new or improved 
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mnological substances. One of the most successful so far evolved is Triple Antigen Glaxo. This 

inet, by reducing the number of injections required for protection against diphtheria, pertussis and 
g, encourages parents to accept immunisation for their children. Eight injections are required 

the single antigens-—three only are necessary for a primary course with Triple Antigen Glaxo. 


we work today 


Awareness and 
Communication 


+ 


Can the Investigation 
and Treatment of 
Infertility be Justified : 


& 


The Welfare of the Il 
Child in Hospital 


> 


Why not Make this 
Year a Red Cross Year 


+ 
The Role of the Studen 


Nurse in a Mental 
Hospital 


+ 


The Work of the 
Ophthalmic Nursing 
Board 


+ 


Royal College of 
Nursing News 


Products for Protection TRIPLE ANTIGEN (Diphtheria-Tetanus-Pertussis Prophylactic) and separate antigens D 
POLIVIRIN the first British poliomyelitis vaccine 
FREEZE-DRIED BCG VACCINE easy to transport—easy to store 

Weekly 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRON 3434 Subsidiary Companies or Agents in most countries 


er 














use of aspirin alone. 










Advantages 


Composition 





Nursing Times, February 14, 1958 





sensitive stomachs, and to children. JUVENILE 
TABLETS 
‘Alasil’ Tablets contain the recognized antacid secs ea 
corrective, ‘Alocol’ (Colloidal Aluminium Alasil * Juvenile 
Hydroxide), which permits their sedative principle, Tablets specially 
acetylsalicylic acid, to exert its action with minimal sized for children 
risk of side-effects. é p 
. Iss ae é ~ and neither coloured 
lymptomatic pain generally; rheumatism, fibro- nor flavoured, are 
coke lumbago, headache, dysmenorrhoea; dental pathvedl te tabéx hour 
ing dosage - for - age 
Standard size : 20’s, 50’s and 250’s. instructions. 


Juvenile Size : 34’s and 68's. 





Alasil’ is an advanced sedative and antipyretic ; 
it does not tend to induce gastric irritation ; be- 
cause of its high tolerability, it may be used for ALASIL 
long-term administration even to those with 


A Superior Buffered Analgesic 


ALASIL TABLETS—the improved form of salicylate medication—provide the efficient analgesia 
expected from their content of aspirin. Their superior acceptability derives from their content 
of a reliable buffer which minimizes the tendency to gastric irritation sometimes caused by the 














Alasil 


Sample on request to A. WANDER LTD., 42 Up er Grosvenor Street, London W.1 


Sei Ske See 
SAPARD Ast 


ea 


Se 





‘this issue 
purse at 
Associatic 
tance of | 
~ The 
students, 
among th 
The stud 

















brings 
napkin 


baby’s delicate skin. At the 
same time Dettol Ointment 
gives prolonged protection 


Doubly Effective 


From the moment it is applied, 
Dettol Ointment reduces _irri- 
tations and eruptions. 


Cooling, softening, sedative, it 


immediate comfort to 
rashes and chafings of 











against risk of secondary infection 
—and it helps in healing. For it 
embodies the active germicidal 
principle of Dettol Antiseptic. 
Emollient and germicidal this is 
a dual dressing. Doubly effective. 


And when the mother’s breasts 
are cracked and sore after feeding, 
Dettol Ointment has a cooling, 
soothing, softening effect. 
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MISS M i YVE NGER, 


Awareness and 


E MUST BE AWARE OF THE NEED TO CHANGE if 
we are to progress; aware of the need to learn 
if we are to become wiser, and aware of how to 
learn in any new and unfamiliar setting. In 
ths: issue we publish a paper presented by a student mental 
purse at a meeting of the Royal Medico-Psychological 
Association, through which we are made to see the impor- 





‘tance of both awareness and of the art of communication. 


The waste of learning opportunities by inexperienced 
students, through not knowing what is there to learn, is 
among the many valuable and enlightening points made. 
The student nurse in an unfamiliar situation and without 
skilled guidance may learn as a result of her own observa- 
tions, but she will not obtain to the full the intelligent 
understanding so essential in nursing unless she is aware 
of what lies behind a particular situation and the design 
of those who are handling it. Now that situation-centred 
teaching is realized to be the most effective, the waste of 
any such opportunities is the more regrettable. 

We may have eyes and yet not see, but awareness is 
deeper than sight; the article referred to will give many 
nurses a vivid if somewhat telescopic glimpse into a subject 
of which they may have little knowledge—mental nursing 
as it is today. The suggestion that a period in a mental 
hospital will enable a general student nurse to return to 
her parent hospital as a ‘more aware person’ is one that 
we should all look at and consider. Are we wasting a 
valuable opportunity for learning by not arranging for 
more students to obtain mental nursing experience in their 
general training? But, we must also ask, do all students 
who spend three months in’a mental hospital get beyond 
the stage of “I’m not learning anything’’? 

Widening experiences are offered to student nurses 
today and revision of the syllabus of training, which has 
included an introduction to psychology and social aspects 
of disease, means that many of those who are helping to 
train them have had to try to cater for their changing 
needs without having had such wider experiences them- 
selves. The students have to study books and subjects 
unfamiliar in terminology to many of those responsible for 
a large part of their training; visits made with public 
health nurses stimulate the student to question familiar 
things and seek support in connection with disturbing 
experiences ; those who are looked to for such support and 
guidance need to be aware of this and to face it. 

Widening horizons of which we have to be aware are 
not, however, confined to any one group or to any one 
part of medical and nursing progress and treatment, for 
m the Royal Medico-Psychological Association memor- 
andum on the welfare of ill children in hospital we read 
the following: 


The paediatrician freed from his preoccupation of malnu- 
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Communication 


trition and major infections, has become aware. . . of the 

stress and anxious clinging or angry resentments expressed 

by children particularly at the toddler stage after separation 
from their mothers. 

Awareness is essential for any nurse, but is it recog- 
nized as a quality to be constantly used for the benefit of 
the patient only, or is it made use of as a protection against 
an over-exacting task or distressing situation, rather as 
‘blinkers’, to prevent ourselves seeing something of which 
we are well aware but feel unable to deal with? 

Insight may be present, however, but the means 
of communication lacking; this is an obstacle which we 
must be ready to appreciate. A moving example presented 
in the book Three Steps Ahead, which is reviewed in this 
issue, shows us the frustration of a spastic child who was 
regarded as mentally defective because normal speech 
was impossible as a result of her physical handicap. We 
are already familiar with the child thought to be dumb 
but who can, in fact, be taught to speak once the cause is 
realized to be deafness. Patients suffering from mental 
illnesses, too, have through painting or through the 
written word enabled us to understand something of their 
fears and distress and, as a result, to achieve some com- 
munication with many others. 

Every patient contributes something to the under- 
standing and knowledge of the doctors and nurses involved 
in his care; we realize that nursing can no longer be the 
giving of care only but that patient and nurse must to- 
gether strive toward the goal of health or the greatest 
degree of recovery possible. For this the nurse must be 
aware of the needs of the individual patient as a person, 
and the communication between nurse and patient must 
be a two-way process—reception as well as transmission. 
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A Positive Approach. 


Tue Ministry OF LABOUR AND NATIONAL SERVICE 
has sent to 15,000 employers in Great Britain copies of a 
slender green-covered booklet entitled Positive Employ- 
ment Policies giving examples of management practices 
which the Minister, Mr. Iain Macleod, considers are con- 
tributing to good relations in industry. In the foreword 
the Minister writes that industrial efficiency has always 
depended as much upon human factors as upon mechanical 
and technical resources; it demands the active co-operation 
of employees at all levels and is best achieved where 
workers understand the aims and plans of management 
and are confident that their interests are being safeguarded. 
Individuals are naturally concerned about the security of 
their job and income, and change is feared as a step into 
the unknown. A number of leading firms who have worked 
out and applied forward-looking employment policies pro- 
viding full consideration for those likely to be affected by 
change have contributed from their experience to the book- 
let, which is in two parts. The first part explains how a 
positive employment policy can be applied and what points 
it should cover; part two contains examples of some of the 
ways in which leading firms have introduced such a policy 
and stresses the growing practice of setting out such a 
policy in writing. Though not on sale, copies of the book- 
let will be made available to all who are concerned with 
the establishment of good relations in industry. It is also 
being sent to employers’ organizations, trade unions and 
professional and voluntary organizations. 


New Developments 


A NEW HOSPITAL to serve the Sutton Coldfield area 
and districts north of Birmingham has been developed on 
the Good Hope site of Sutton Coldfield Hospital by the 
Birmingham Regional Hospital Board. Five ward units 
providing 60 beds have been completed, also the first stage 
of the nurses residence containing 50 rooms. At Ryde, 
Isle of Wight, a training school building for student nurses 
at the Royal Isle of Wight County Hospital was opened on 
February 3 by the chairman of the South West Metro- 
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IN 
NEW 
ZEALAND 
Lady Dorothy Mas- 
millan, wife of the 
Prime Minister, 
passes through a 
guard of honour of § 
nurses after her visit 4— 
to the Karitane 
Babies Home at 
Wellington. 


politan Regional Hospital Board, Mr. A. G. Linfield, c.B.z,, 
j.p. The building, a converted private house at 21 Part- 
lands Avenue, is adjacent to other houses already used by 
the hospital, and a large classroom on the ground floor, 
with a demonstration ward above and another smaller 
classroom, have been provided. 


‘Your Life in Their Hands 


THE FIRST PROGRAMME in this B.B.C. series, from 
the Churchill Hospital, Oxford, was a model of clarity 
and accuracy. The description of respiratory paralysis 
followed by the showing of respirators in actual use 
-_ have given hope to patients, nurses and doctors 
alike. 


London’s Health, 1957 


A PRELIMINARY REPORT issued by the County Medical 
Officer of Health, Dr. J. A. Scott, gives the following 
statistics for the County of London. The provisional rate 
of infant mortality for 1957 was 21 per-1,000 live births, 
for neo-natal mortality (i.e. of infants under 4 weeks) the 
rate was 16.3 per 1,000 live births. Maternal deaths— 
estimated at 19 in 1957—-gave a provisional rate of 0.35 
per 1,000 live and stillbirths. Two-deaths were registered 
from scarlet fever and none from diphtheria. These 
diseases, with measles, whooping cough, enteric fever and 
infantile diarrhoea, show a low incidence during the year 
under review. but an epidemic of poliomyelitis during the 
summer months was of moderate proportions—estimated 
at 350 cases with 12 deaths; 66,139 London children were 
vaccinated against this disease up to the end of Sep 
tember, 1957. The epidemic of influenza in the autumn 
had a very high attack rate but was not of a severe type; 
owing to the large number of persons involved, however, 
the level of mortality from respiratory diseases was com- 
parable with that normally experienced in the months of 


The Kensington Division of the Red Cross have presented a trolley to 
ST. MARY ABBOT’S HOSPITAL. At the opening ceremony, 
Lady Petrie, left, receives the trolley (which remains the property of 
Red Cross), from Lady Templar of the Red Cross, on behalf of tht 
house committee. é 
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and February. The tuberculosis death rate 

pwed a further decline to a low record of 0.11 per 
4900 population compared with 0.14 in 1956. 
#3000 children in 400 schools were vaccinated with 
iG. at the age of 13; tuberculosis health visitors 
gad some 96,800 home visits during the year. 

maths from road accidents showed a decrease to 
jcompared with the 1956 total of 325. Cancer 
igcounted for 8,000 deaths (180 more than in 1956). 
fendances at antenatal and postnatal clinics 
gveraged 2,570 a week and at child welfare clinics 
6400 a week; 46 per cent. of expectant mothers 
tended the Council’s clinics and 87 per cent. of 
the children were under one year of age. About 
413,000 home visits were paid during the year by 
health visitors. Mothers attended in their confine- 
ments at home under the Council’s midwifery 
theme numbered 10,150. Through the agency of 
the District Nursing Associations 1,966,900 visits 
were paid by home nurses. 


ey 

Whiteley Wood Clinic 

"AN INTERESTING NEW DEVELOPMENT in the facilities 
for treatment of psychiatric patients is the new department 
of psychiatry for Sheffield, which will be a joint venture of 
the university and the teaching hospitals. The depart- 
ment is under the direction of Dr. E. Stengel, professor of 
psychiatry, and in April after extensive alterations and re- 
equipment, Whiteley Wood Clinic will be openedas themain 
dinical unit. There will beaccommodation for 29in-patients, 
both men and women, all modern treatment facilities and 








WHITELEY WOOD CLINIC, which will be opened in April as 
the main clinical unit of the new department of psychiatry for Sheffield 
University and teaching hospitals. 


full provision for occupational therapy. Outpatients will 
also be catered for and day hospital facilities are to be 
developed in the near future. Research and teaching will 
be an essential part of the work and a special suite of 
laboratories is being installed for this purpose, Whiteley 
Wood Clinic will offer attractive opportunities for nurses 
interested in the latest developments in this field. A 
limited number of staff will live at the clinic and there will 
also be accommodation in other residences nearby. The 
clinic is within the city boundary, in beautiful grounds. 


GROUP OPHTHALMIC CENTRE AT NEASDEN HOSPITAL, LONDON, N.W. 


“\ {ORE THAN A LOCAL AFFAIR” was how Sir Stewart 

Duke-Elder described the Group Ophthalmic Centre 
at Neasden when he opened it on February 4; it was of 
considerable national importance and showed a trend 
which had come to stay. History showed that ophthalmic 
surgery had been a specialty 4,000 years ago and today it 
had become a very fine and specialized art—‘‘a microcosm 
where a millimetre matters’’—demanding a deftness and 
delicacy which it took years to acquire. A great deal of 
training was also needed in the specialized nursing tech- 
niques required and Sir Stewart wondered if we were pay- 
ing enough attention to this nursing problem. 

Sir Stewart went on to speak of the request from the 
Ministry of Health to the Institute of Ophthalmology ‘for 
a blueprint of ophthalmic needs’ which had led to the 
fecommendation that regional eye centres with a minimum 
of 25 beds would provide expert surgery at an economic 
cost with a staff of fully trained nurses. In carrying this 
out the North West Metropolitan Regional Hospital Board 
had pioneered ; the first centre established at the South Mid- 
dlesex Hospital, Isleworth, in 1955, had made excellent 
progress. 

As chairman of the Central Middlesex Group Hospital 
Management Committee, Mr. Maurice Orbach, M.P., pre- 
sided. He said that the block now re-designed as an 
ophthalmic centre had been used recently for tonsillectom- 
ies, for which the waiting list had been effectively reduced, 
and the hospital was also caring for a number of geriatric 
patients. 

A population of from 5/600,000 would benefit from 
he service now to be introduced, covering the Hare- 
field and Northwood Hospital Management Committee 
area as well as that of the Central Middlesex Group. Three 
consultant ophthalmic surgeons would work there but 
there would not be an outpatient service, the 26 beds now 


opened being used to reduce the present nine-month wait- 
ing period at the other hospitals in this semi-regional area. 
The cost of re-designing and equipping the unit had been 
relatively modest at £3,000 and £2,500 respectively; run- 
ning costs were estimated at about £4,000 a year. 

Paying tribute to Sir Stewart, Lord Cottesloe, chair- 
man, North West Metropolitan Regional Hospital Board, 
also referred to the similar unit at Isleworth and to the 
excellent work done at Neasden Hospital during the polio- 
myelitis epidemic in 1955. Change in infectious disease 
techniques had robbed these diseases of most of their 
terrors and made it possible to divert some of their 
resources to other needs. 

In the new unit there is a 10-bed ward at either end 
and a central one of six beds. The accommodation is roomy 
and light; walls are decorated in pale green and primrose 
with matching green covers on the beds. One of the large 
lofty wards contains five cots and five beds. The operating 
theatre and anaesthetic room are separated by Parwinac 
doors of a semi-transparent plastic. What was formerly a 
balcony has been built in to provide an attractive duty 
room with linen cupboards lining one wall and gay curtains 
at the windows, also a staff cloakroom and additional toilet 
accommodation. 

The sister who is to be in charge of the unit, Miss J. E. 
Weavers, was formerly on the staff of St. George’s Hospital, 
S.W.1, and it is anticipated that in addition to the fully 
trained staff assisting her the student nurses taking fever 
training at Neasden will spend some time there, also that 
the unit will provide training facilities for ophthalmic 
nursing students. Miss A. A. Ward, s.R.N., R.F.N., S.C.M., 
matron, with Miss Weavers and a group of ward sisters 
wearing their attractive red uniform dresses, escorted the 


visitors through the new unit and afterwards entertained 
them to tea in the staff dining-rooms. 


{ 
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Can the Investigation and Treatment of 


Infertility be Justified? 


by MARGARET HADLEY JACKSON, m.B., B.S., D.OBST.R.C.O.G., J.P. 


is no answer to the question I have asked. However, 

perhaps the ruminations, while attempting to find 

an answer, of one who has been concerned with the 
clinical side of this problem for more than 20 years, may 
be of some interest and possibly of value. ; 

It is important first to point out that the problem 
has two aspects—the national or racial, and the personal 
or individual. Now it is not easy on any score to justify 
a considerable expenditure of time, energy and money 
on the investigation and treatment of infertility from the 
nation’s point of view. One can say that new scientific 
knowledge can only be gained in this way and that the 
basic causes of infertility will not be unravelled or over- 
come until our knowledge is more complete, but how 
much does infertility matter in a world that is rapidly 
heading for over-population? It would even seem logical 
to suggest that in countries where the pressure of numbers 
is really great, breeding with a view to increasing the 
infertility of the race should be encouraged. 


es SET MYSELF a difficult task because there really 


The Personal Viewpoint 


It is sometimes argued that subfertile stock is superior 
to fertile stock in various ways, particularly with regard 
to mental attributes. But, so far as I know, there is no 
sound evidence to support this notion. One can however 
say of the couples themselves who come for help that 
they are by and large eminently decent and child-worthy 


‘people. From the point of view of the individual, on the 


other hand, justification is not difficult and it needs little 
imagination to see why. The genuine distress of the 
barren woman, and of the sterile man who cannot give 
his wife the child she so much desires, is too well known 
to need stressing; indeed, for the doctor, with his back- 
ground of Hippocratic teaching, individuals and their 
troubles are bound to dominate the scene. 

A veterinary surgeon is concerned with the fertility 
of the herd or flock as a whole. The individual animal 
may have to be sacrificed for the good of the herd. 

The doctor, on the other hand, influenced by his 
training and the Hippocratic oath, tends primarily to 
succour the individual; he is, as a good citizen, interested 
in the welfare of the state or race but not at the expense 
of the individual. If one of his patients is in distress 
because of infertility the doctor must do all in his power 
to help that man or woman. Now this is where there is 
some divergence of opinion among the doctors themselves. 
There are those who adopt the shoulder-shrugging 
attitude towards the problem of infertility and justify 
it by maintaining that it is best not to interfere with 
nature or the will of God but this, I would humbly submit, 
is really an untenable attitude for the doctor to adopt; 
a person who feels like that should probably not take up 





Abstract of a lecture given at a joint study day of the Truro and 
Redruth Branches of the Royal College of Nursing and the Cornwall 
Branch of the Royal College of Midwives. 


. directions. 


medicine as a profession because almost the whole of his 
work involves some ‘interference with nature’. Much 
more difficult is the problem of how much and what to do, 
how thoroughly to examine, when to treat and when to 
stop treating. 


Meticulous Examination 


After wading in these rather deep waters for abont 
a quarter of a century I am left with a very strong 
conviction that if any examination is going to be done, 
then it had better be thorough. It must provide as 
accurate an answer as possible but it should not in- 
commode the patient or interfere unduly with his or her 
life. It must therefore be well planned as well as meticu- 
lous. A cursory and slipshod examination is really worse 
than nothing because it can so easily give the wrong 
answer. If the examinations show that one or other of 
the partners to a marriage is irremediably sterile then the 
couple should be told so in no uncertain terms so that they 
may cease from wandering hopelessly from one doctor or 
clinic to another and can turn their minds in other 
How extensive and prolonged treatment 
should be and precisely what value can be attached to 
various treatments is a very difficult problem and one 
to which there is no easy answer; but the doctor who is 
dealing with cases of infertility must be able to judge 
when the couple has had enough in the way of treatment 
and also when they should be encouraged to struggle on 
and when it is worth pressing for some particular operation 
or treatment. This needs not only experience but nice 


judgement. 
A Lack of Evidence 


It is notoriously difficult to produce satisfactory 
evidence to prove anything in this particular field of 
medicine and a search of the literature will reveal many 
contradictory reports. Indeed it is not always easy to 
compare the results given in one paper with those in 
another, partly because of considerable variance in the 
selection of cases but also because the authors do not 
always make it clear precisely how the couples were 
examined and how treated; how long they were under 
observation and how followed up. In the absence of 
precise information on hy one or several of these points 
it may be impossible to comprehend what precisely is 
being discussed and what such conclusions as are reached 
may mean. 


It has been said that prognosis in cases of infertility . 


is so inaccurate that it is hardly worth attempting and 
that in any case it is better for couples to live in hope 
than to know the worst. Such a pronouncement, defeatist 
though it is, has more than a grain of truth in it and must, 
I think, be taken as an indictment and a challenge. 

Having thus got myself cornered I must now very 
rashly try to give you some figures and make them 
intelligible. 

First, it is necessary to define what kind of cases I am 
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talking about. Up to December 1956 some 3,120 couples 
had sought my advice because they wanted a baby which 
they were unable to get. This series includes cases of 
primary and secondary infertility and of coital difficulty; 
in working out the figures no cases have been excluded 
except those in which on taking the history at the first 
examination the wife proved to be pregnant and had not 

jously miscarried or turned out to be beyond the 
child-bearing age. The series can be divided as follows: 


Primary infertility 60 per cent. (here will be found cases 
) of azoospermia, tuberculous endometritis, infantile 
uterus, as well as the more remediable types). 


Secondary infertility 34 per cent. (persistent aborters are 
included here). 


Coital difficulties 6 per cent. (many of these prove to be 
fertile once their difficulty is overcome; others prove 
to be infertile). 

The 3,120 cases can further be divided into 820 non- 

persisters (those attending once or twice only), and 2,300 
isters—those becoming pregnant 1,080, and those still 

attending or having given up after investigation and 

treatment 1,220. 


The great majority of these couples have been trying 
to have a baby for more than two years, some for very 
much longer, a few for less. I do not think that any rule 
can be laid down about exactly how long a couple should 
try unsuccessfully for a baby before seeking advice; there 
are too many variables in the histories and circumstances. 
About 820 came once or at most twice and then gave up; 
they were not fully investigated and received no treatment ; 
these are the non-persisters. The rest have been or are 
being more or less completely investigated and, when 
necessary, treated. 


Special Investigations 


After the history and general and pelvic examinations, 
then come the special examinations. 

Post-coital test, often repeated many times and 
invaluable as a yardstick for measuring the results of 
treatment. This is the real kingpin of an infertility 
investigation and if properly done teaches one more about 
both partners to a marriage than any other single 
investigation. 

Seminal analysis and, rarely, testicular biopsy. 

Tubal insufflation, using carbon dioxide as the gas; 
one negative or abnormal result always needs confirming 
and supporting by further insufflations and by hystero- 
salpingography (preferably using an oily medium such as 
Ethiodan which is not too rapidly absorbed), the patient 
in the meantime having been on an antispasmodic for 
several weeks. 

Endometrial biopsy should never be omitted because 

of the rare silent cases of tuberculous endometritis. 
__ Basal temperature chart, invaluable for sorting out 
iregular and/or anovulatory cycles and for diagnosing 
early pregnancy but to be used with discretion and 
common sense. 


Methods of Treatment 


After completing the examinations there should be a 
pause of two to four months before instituting treatment, 
those most commonly in use being: 

Weight reduction by means of diet and a small dose of 
thyroid and dexedrine. 

Cauterization of an infected and eroded cervix followed 
by a course of antibiotic, if necessary. 

Alkaline douching using bicarbonate or some type of 









The Art of 


SAYING A FEW WORDS 

This series of practical articles on public speaking 
for beginners, by MARJORIE HELLIER, L.A.M., A.T.C.L., 
L.G.S.M. (of the Abbey School for Speakers; late of the 
Old Vic), is now available in booklet form. The series 
first appeared in the Students’ Special pages of the 
Nursing Times and is amusingly illustrated by the 
talented author. ‘The Art of Saying a Few Words’ 
costs 2s. 3d. (postage 3d. extra), and is obtainable 
from: the Manager, Nursing Times, Macmillan and 
Co. Ltd., St. Martin’s Street, London, W.C.2, 











buffering solution, such as Nutri-sal. 

Priming with oestrogen and ethisterone. 

Short-wave diathermy to the pelvis. 

Small dose X-ray therapy to the pituitary. 

Testosterone, or methyl testosterone, sublingually for 
the male, given intermittently and in quite small 
doses. 

Cold water bathing of the scrotum. 

Direct insemination using the husband’s semen frac- 
tionated if possible; or, if he is irremediably sterile 
and the couple wish to consider it, semen from a 
fertile donor. ; 

Various operative procedures which include dilation and 
curettage, ventri-suspension, plastic operations on 
tubes ; removal of fibroids, endometriomatous deposits 
and cysts of various kinds; epididymo-vasostomy ; 
removal of a varicocele. : 

It is no easy matter to know how long to continue 
with treatment ; how much should the couple be encouraged 
to put up with? What will they tolerate? When should 
they be advised to turn their minds to adoption, or when 
should a special line of treatment or a particular operation 
be urged? ll these are difficult problems and need 
considerable co-operation between doctor and patient. 
Errors in judgement not infrequently occur, as for example 
clinging to a patient for too long (letter 1) or alternatively 
appearing to abandon her too soon (letter 2). 


Dear Dr. Jackson, 

I received your letter this morning asking me to come 
to the clinic—well—after thinking about it for a long time 
my husband and I have decided that I had better stop 
having treatment now, as I have been attending the clinic 
for about two years and I seem to have got very run down 
and over-tired—so, I think it will do me more good to 
let nature take its course and just hope that I shall in time 
become pregnant. I am grateful for all the time and 
trouble you have taken and I know you have done your 
best—-but, as there doesn’t seem to be anything much 
wrong with me, I think I will just take a chance and hope 
for the best. 

Yours sincerely, 
Mrs. 


Dear Dr. Jackson, 
I have had your letter asking me if I wish to carry 
on with treatment. Yes, I do please and I am sorry I 
haven’t written before but, to tell you the truth, I got 
so miserable and desperate I felt I would never have a baby 
anyway, because the treatment you have given me has 
not done any good so far. As I didn’t hear from you for 
so long I thought you must have given me up as a bad job— 
but I do so much want a child and hope you can help me 
some more. Anyway your letter has given me fresh hope 
and I will certainly come and see you again whenever you 
say. 
. Yours sincerely, 
Mrs. M.]J. 


Nevertheless there are many grateful patients whose 


lives are transformed by the arrival of a child they so 
much desire or, at the other extreme and almost equally 
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grateful, those who can be released from the thraldom of 
performing ‘fertility rites’ and are stopped from chasing 
the will o’ the wisp of a pregnancy that will never be 
achieved. 


Analysis of Results 


Taking the whole group of 3,120 cases, rather more 
than 33 per cent. have become pregnant; if however 
the non-persisters are excluded and only those patients 
who have been under treatment and observation for a 
period of one to five years are included then the per- 
centage of successful cases goes up to nearly 50 per cent. 

It is not infrequently stated that given time infertile 
couples will achieve just as much success whether they 
are treated and investigated or not. In an attempt to find 
out how accurate this contention is we decided to send out 
questionnaires to the 500-odd cases (persisters and non- 
persisters) who first came for help between June 1946 and 
December 1948, asking the following questions: 


Have you had any pregnancies since I last heard 
from you? 

If so, how and when have they ended? 

Are you at present pregnant? 

Have you or your husband had any special treatment 
or operations? 

Do you or your husband ever use contraceptives? 

Have you adopted a child? If so, when and through 
whom? 


The result of this inquiry can be summarized as 
follows. 

Total number of patients attending the clinic during tbe 
period June 1946 to December 1948 was 504. This includes 
418 persisters and 86 non-persisters. 
345 were primary steriles, and of these, 104 (30 per cent.) 
conceived while attending the clinic. < 
159 were secondary steriles and of these, 65 (41 per cent.) 
conceived while attending the clinic. 
The overall success rate is 169 pregnancies to 504 couples 
(33 per cent.), but if non-persisters are excluded the rate 


is over 40 per cent. 

208 ‘< 81 
gaia i ie 
138 70 44 37 

N.C.U. 


289 


FIG. 1 ANSWERED 
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Replies to the questionnaire have been received from 
289 patients. 

208 of the replies were from women who were primary 
steriles when they first sought advice. 

70 of these women had conceived while they were attendi 
the clinic, the remaining 138 were still primary steriles 
when last seen at the clinic or heard of by letter. 

81 of the replies were from secondary steriles (44 of whom 
conceived again while attending clinic). 

There were therefore 151 women who had had one 
or more conceptions when last seen or heard of at the 
clinic and 138 who had had none. 94 women reported 
having had pregnancies subsequent to their last visit 
to the clinic. Of these 23 (25 per cent.) occurred in the 
group of 138 women who had not previously conceived; 
the remaining 71 (75 per cent.) occurred in the group who 
had one or more pregnancies. 


A 289 —e 114 (3996) Pregnancies 





504 “> 169 (33%) Pregnancies 
WHOLE 
Ps or 
159 S.s N.A. 215 
58 P.s A 46’ 6 (13%) Pregnancies 


Pao? 
or th NON aii 
PERSISTERS 


28 s.s. N.A. 40 


FIG. 2 


P.S.=Primary Steriles A= Answered 


s.s.=Secondary Steriles N.A.=No Answer 


If the 86 non-persisters are considered alone, it will 
be found that the distribution of primary to secondary 
and of those who answered to those who did not, is very 
comparable with the distribution of these groups in the 
whole series of 504 couples. But, when the incidence 
of pregnancies is compared, it will be found that only six 
have been reported by the 46 non-persisters who answered 
questionnaires and had not had investigation or treatment 
elsewhere; a percentage of 13, which is far below the 
incidence of pregnancy in that part of the series where 
investigation and treatment were accepted. In other 
words these figures, such as they are, tend to refute the 
contention that infertile couples left to themselves will 
succeed in producing just as many pregnancies as when 
they are helped in various ways. 


World Directory of Medical Schools 


SECOND EDITION (IN ENGLISH) of the World Directory 

of Medical Schools, published by WHO last year, has 
been revised and enlarged. This directory lists medical 
teaching institutions in more than 80 countries. Its scope 
is larger than that of the first (1953) edition; in it one may 
now read brief descriptions of the general, and under- 
graduate, medical, educational systems of each country 
included. The availability of medical care can be ass 
for various parts of the world from the shaded world map, 
or the comparative statistics tabulated in a series of 
appendices. 

This directory is an invaluable reference book for 

those interested in medical education and services through- 
out the world. 
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The Welfare of the Ill Child 


in Hospital 


R.M.P.A. MEMORANDUM 


N THE PAST there has been virtually a complete failure 

to recognize that the restoration to physical health was 

not enough, the emphasis being placed almost entirely 

on the disease process. There is now an awareness of 
the subtle body-mind inter-relationship in illness and in 
health, particularly in the child. More and more attention 
is being paid to the avoidance of interference in the phases 
of development centred in the child’s emotional life. 

The paediatrician, freed from his preoccupation with 
malnutrition and major infections, has become aware when 
inquiring into these matters, of the stress and anxious 
clinging or the angry resentments expressed by children, 
particularly at the toddler stage, after separation from 
their mothers. He is inevitably less aware of the more 
remote disturbances which come within the purview of 
the child psychiatrist rather than the paediatrician. 

There is growing evidence that procedures designed 
to restore physical health appear to have resulted even 
many years later in deep-seated psychological disturbances 
in certain cases. Since some 200,000 hospital beds each 
year are filled by patients suffering from mental disorder, 
and neurosis causes much more time to be lost from work 
than bad labour relations, it is imperative to avoid any 
situation which might add to this number. The mitigation 
or prevention of emotional disturbance in the young is far 
less costly to the community than its treatment at a later 
stage in life. 


Variations in basic needs of different age groups 


From birth the infant requires maternal care as 
much as it requires appropriate food and warmth if it is 
to develop to maturity. It is always preferable that the 
mother should give this, but others can step in and fulfil 
her role of providing pleasurable human stimulus during 
the early weeks. 

As soon as the child begins to show awareness of his 
mother as distinct from other people, dating from about 
the third month of life, any impediment to or interruption 
of this critical but slowly evolving relationship tends to 
become traumatic. The toddler of from 12 to 30 months 
suffers particularly from maternal separation since this 
is the age when the mother’s company is normally con- 
stantly sought after, and when she is followed most 
intensely. Any interruption of daily routine at this age 
is frequently associated with regression. 

That attention to the basic emotional needs of chil- 
dren pays dividends in other ways has been clearly 
shown in the New Zealand venture where the mother 
accompanies and tends her child throughout his stay in 
hospital, and post-operative infection presents no problems. 

As the child becomes old enough to 
appreciate something of the nature of 
illness he is able to accept the separation 
ma more rational way, but he still 


“... prevention of 
emotional  distur- 
bance in the young 
is far less costly to 


, ity i 
needs the tangible support of those _ yoreaaayetid ing 
whom he loves already. later stage...” 








Extracts from the memorandum prepared by a Sub- 
committee of the Child Psychiatry Section of the Royal 
Medico-Psychological Association for presentation to 
the committee appointed by the Ministry of Health. 
The Child Psychiatry Section of the Association (which 
has a membership of 1,600), is generally regarded as being 
the vepresentative body of child psychiatrists in this 
country. The sub-committee consisted of child psychiat- 
vists working unth children’s hospitals or children's 
units in the United Kingdom. 
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PREPARATION FOR ADMISSION 

The illness 

Any illness which necessitates admission to hospital 
must be associated with some degree of emotional strain, 
both to the child and the family, but by accepting this as 
inevitable a number of measures which reduce anxiety can 
easily be overlooked. One of the best means of counteract- 
ing this anxiety is for the parents to know that the 
children’s hospital or unit in their locality is not only an 
effective institution therapeutically but to feel through 
the local press, open days, and such organizations as the 
league of friends, that it is a kindly place. 

The doctor’s decision to treat a child n_ hospital 
carries with it the full responsibility of: 

(1) Weighing up the necessity for in-patient treatment 

against the possible interruptions to development. 

(2) Deciding upon the optimum age for elective 

surgery. The popular notion that the younger the 

child the better the age for operating only applies to 

very young infants. Operations between the age of 

one and five years should whenever possible be 

avoided. 

(3) Conveying to the parent and child what lies ahead 

when admission has been advised, in terms approp- 

riate to the child’s age and the understanding of the 

parent. 

If admission is likely to be soon, a visit to the ward 





sister and to the ward is helpful as an introductory 
measure, Pamphlets, especially when gaily illustrated, 
which convey something of the day-to-day happenings in 
the hospitals are increasingly being used but must be con- 
vincingly related to the local situation. 


The admission 

While the doctor is making his preliminary inspec- 
tion, a nurse who will become familiar to the child in 
the ward should also be present, taking down in due course 
a number of details from the mother which relate to the 
chiid’s habits, his usual name at home and what he calls 
the various bodily functions, such as excretory activities. 
The examination should be made in an attractive room 
with toys around, and a minimum number of medical 
instruments. 

Once in the ward the parent should help to put 
the child to bed and if a bath is necessary assist in this. 
Unfamiliar baths can be particularly alarming at this stage. 
In this way the mother has done her part in conveying her 
acceptance of the situation to the child. 

Although children are allowed a favourite toy or 
loved object nowadays (which must be regarded as sacro- 
sanct) and have a locker or some receptacle in which they 
keep their cherished objects unmolested, the question of 
wearing their own clothes should also be considered in 
spite of administrative difficulties. 

Throughout these admission procedures it is ex- 
tremely important that the child should not be lied to 
or misled by adults; much unnecessary distress has been 
caused through children being told their parents are ‘only 
downstairs’ or that the visit is in order ‘to have tea with 
the nurses’. 


WARD ORGANIZATION 


Ward planning and structure 

We consider it most inadvisable for children and 
adults to be together in the same wards, even for a short 
stay; and adolescents particularly require their own 
accommodation more than past planning has provided. 

Such a unit, designed for children and adolescents, 
should avoid an institutional appearance, and contain 
sufficient single rooms for mothers and children, small 
rooms of not less than four beds, and larger ones for no 
more than eight. 

Visiting 

Daily visiting by. parents and other relations has 
increasingly become the practice except in the few hospitals 
where there is still insufficient awareness of the child’s 
emotional needs. It is argued by some that the visits 
produce unnecessary distress, but with the growing realiza- 
tion that tears are better than the quiet, pent-up unspoken 
anguish, this argument is fading. Tears, too, are less if 
visiting is unlimited between 7 a.m. and 7 p.m. Where 
this has been allowed it enables father to look in on his 
way to work or at the end of the day, and considerably 
reduces the additional upset which occurs at the simul- 
taneous disappearance of all the visitors. 

There is much to commend the arrangement in some 
hospitals for siblings and young friends to visit, especially 
for those in the older age group. Naturally, the doctor 
should have the last say as to the degree of visiting, 
which may occasionally have to be restricted. Part of the 
duties of the ward staff is to ensure that visiting time is 
used to the child’s full benefit. 

Parents should have access to the doctor in charge; 
a fixed time each week for this has proved of value. 


Mothers 
It is most desirable that very young children (cer- 
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tainly up to the age of four) should be with their mothe; 
when in hospital, but at times the choice may hay’ 
to be made between this and ignoring other demands jy | 
the home. It certainly seems that the hospital nurse gq | 
act as a mother substitute more effectively to the infantiy | 
arms than to the older child if there is a toddler in the home 
The late James Spence, Milton Senn and many othep 
have drawn attention to ways in which the hospital 
can help to-educate the’ mother. Through close contag 
with the nurse she can learn not only to give her child 
better physical care but also to deal with him with greater 
understanding and sympathy, and avoid a repetition of B Educ 
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mistakes from child to child. y 
Nursing vided 
To avoid further confusion in the child’s mind anf jeer 
the causation of conflicting loyalties, the number of staff ital 
who tend him should be as small as possible, one perso  P!*. 
ideally; changing staff and changing shifts cause distress rsa 
which must be borne in mind. This has been catered for in by : 
some hospitals where units or families of children am coe 
‘group nursed’. On the other hand the close relationship = 4 
with the nurse imposes strain on the nurse and may _ 
create difficulties gn returning home, unless this sage 
recognized. al 
Child psychiatrist inte 
Since a fair proportion of children who are admitted | 
will already be emotionally disturbed and others through Re _ 
their accident or illness will become so, it seems at files 
visable for the children’s psychiatrist attached to the “sh 
hospital to work in collaboration with his colleagues in pa 
emergency and in routine matters, both to help in in pe it 
dividual cases and as necessary in outpatient departments | 
and on ward rounds. Discussion with the staff concerned § "™* 
leads to better all-round understanding and is more effect- BH Preps 
ive as a teaching method for the junior staff than any } 
series of didactic lectures. hospi 
The almoner told i 
Both before, during and after the child’s admission § CU" 
to hospital the almoner has an important role to play a 
vis-a-vis the parents by reinforcing the doctor’s appr 
in any particular situation. Her contact with the child Proce 
and the parents both before admission and after dis a 
charge may be of especially prophylactic value in reducing aves 
emotional disturbances in the family. ‘di 
minut 
WARD ACTIVITIES ne 
et 


Play and occupational therapy I 


The excessively orderly hospital ward with a few @ be pe 
pleasantly arranged flowers, slippery floors, and neatly § famili 
made beds spelling out hygiene and efficiency to the opera 


medical and nursing staff is not to be advocated. Im- I 
mobility, when not essential, adds to a child’s miseries, 
and leads to ‘bad’ behaviour. 

Play is not only a distraction and an occupation but 
for the child an essential process, akin to speech in the E 


adult, enabling it to release tensions and anxieties, @ aes 
Appropriate toys for playing out experience with othes No cl 
are as important in the ward equipment as are thet but a 
mometers and syringes. In the older age group art therapy whom 
is most helpful. preser 

It is a debatable point whether children who af drows 
up should play in the immediate neighbourhood of those the si 
who are bedfast, or should have a separate room. Both @ Warne 
arrangements have their advantages and disadvantages @ *Ppea 





It is hard for the bedfast child, unless too ill to benefit 
thereby, to be deprived of the pleasure of watching and 
joining in the games of those around, but a room provi 
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; outside the ward is very satisfactory in other ways. 
“Trained personnel, working in collaboration with the 
medical staff, should supervise the children’s play and 







ea introduce appropriate activities. These, carried out in the 
nfantin, ce off visiting parents, help them to appreciate the 
. home range of play and effort suitable to their child's condition, 
fe ® This is a skilful job which cannot be properly undertaken 
ospatal amateurs however enthusiastic and well-meaning; 
coma nurses should also be involved in this under super- 
ph. B  icion as part of their training in the handling of children. 
ition of = Educational facilities 
Though it is accepted that lessons should be pro- 
vided for the long-stay patient of school age, teaching, 
a ibly in a modified form, for all over the age of seven 
B and could with advantage be available when the stay in hos- 
b staf pital exceeds more than a few days. Many children suffer 
ia considerable anxiety and stress, often conveyed to them 
ee by their parents, about the lessons they are otherwise 
orl @ missing. They also benefit greatly from the more in- 
+ 0 at @ dividual attention they are able to receive in hospital, 
re which can be a very real source of comfort. Books on 
‘this { varied topics, both educational and otherwise, should also 
* Bt be provided. 
Entertainment 
imitted Both wireless and television provide interest, stimu- 
‘hro lus and distraction and are to be recommended since 
ms " they form a further link with home life. The showing of 
to the films, when accommodation is available, has been proved 
‘ to be of value. As a corollary to these activities, the need 
oe Ps for one of the side wards to be used for peace and quiet, in 
rtments addition to routine rest hours during the day, should be 
ncemed remembered. 
> effect- Preparation for medical procedures 
an No child of an age to understand should come into 
hospital without knowing the reason, and should be 
told in simple terms the nature of each procedure as it 
mission @ o°CUrs. This applies not only to uncomfortable or painful 
0 play @ Procedures, such as injections, intubations and blood 
" am transfusions, but to other frightening and unfamiliar 
. child § Procedures including enemas and catheterization. Inves- 
er dis ‘gations should be kept toa minimum. That adequate time 
ducing for explanation and for questions pays dividends has been 
shown by Vaughan in regard to eye operations for strabis- 
mus. Children thus prepared, and it involved only 10 
minutes or so, showed much better post-operative adjust- 
ment and fewer psychological upsets than those who were 
denied this preliminary discussion. 
It is not always appreciated that blindfolding can 
a few be particularly traumatic. In orthopaedic procedures, 
neatly @ familiarity with the type of apparatus to be used post- 
to the operatively also reduces subsequent anxiety and resistance. 
1. Im It is of importance to prevent children witnessing 
\iseries, @ disturbing ward procedures. 
ion but Anaesthesia 
in the Preparatory explanations are usually given for 
xieties. @ @Maesthesia now and should be given by the consultant. 
others @ No child should reach the anaesthetic room in anything 
e ther ™ but a drowsy state, preferably accompanied by the nurse 
herapy Whom he knows best. He should be comforted by the 
presence of a familiar person, preferably mother, once the 
ho are dowsiness is over. Not every parent, however, can stand 
f those ™@ the strain of this and certainly parents should be fore- 







- Both @ Warned if they are likely to be shocked at their child’s 
ntages. appearance. 

benefit CONCLUSIONS 

ng and 





Much that has been recommended in the previous 
Pages will seem common sense to the lay person who has 
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had experience with normal children; much that has been 
recommended is normal practice in some hospitals. 

Fear of infection has naturally led doctors to take 
extreme precautions, but it isnow common knowledge that 
such measures have succeeded least when the human ele- 
ment has been ignored. Fortunately, antibiotics have 
reduced the risk on the physical side, but evidence points 
increasingly to the disturbances which are associated with 
interruption in the steady evolution of development. The 
disturbances may take many forms such as regression to 
more infantile behaviour, the creation of anxiety, or the 
production of aggression which in turn prevent the child 
from forming healthy relationships or from learning 
effectively at school. 

_ Nurses, doctors, and almoners need better training in 
the normal stages of the development of the child, in its 
reactions to harmful factors in the environment, and in how 
these may be mitigated. It is important that the nurse, since 
she has the closest contact with the child, should be given 
not only a full understanding of his needs, anxieties and 
reactions, but also sufficient time to deal with them in full 
co-operation with the parents in her day-to-day activities. 

We fully appreciate the responsibility of the sister- 
in-charge and all the demands made upon her, but would 
recommend a periodic review of ward routine in order 
to eliminate any unnecessary procedure which disturbs 
the child. We would particularly advocate this in long- 
stay hospitals and hospitals dealing with infectious 
diseases which in the past have tended to develop stricter 
regulations. Joint discussions between the senior medical 
and senior nursing staff might do much to bring about an 
improved state of affairs in these institutions. 

Hospital admission must not be allowed to hinder 
normal emotional growth, and can be utilized to foster this 
in certain cases. The comprehensive care of any sick child 
demands great skill and understanding. 


“Book 


Inhalation Analgesia in Childbirth 


—by E. H. Seward, M.A., D.M.(OXON.), F.F.A.R.C.S., D.OBST. 
R.C.0.G., and R. Bryce-Smith, M.a., D.M.(OXON.), F.F.A.R.C.S. 
(Blackwell Scientific Publications, 7s. 6d.) 

It is now generally assumed that midwives are 
thoroughly conversant with the process of parturition and 
its possible complications and that it is equally important 
they should thoroughly understand the methods now 
available to alleviate the pain and discomfort often 
associated with childbirth. To achieve the maximum 
success with whichever drug or analgesic is used, it is 
essential that the action of each drug or analgesic is fully 
understood. In this book Dr. Seward and Dr. Bryce- 
Smith, who are both closely associated with the Nuffield 
Department of Anaesthetics at the University of Oxford, 
describe the fundamentals of pain relief, the action of 
drugs and analgesics midwives may use and the contra- 
indications to their use. 

A brief history of the discovery of nitrous oxide and 
of trichlorethylene is given, and the physical and chemical 
properties of each are described. 

Comparing the two analgesics, the authors give the 
advantages and disadvantages of each, points which will 
guide the attendant in the choice of the analgesic, and 
contra-indications to their use. 

The types of apparatus which the midwife may use: 
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given in considerable detail and the text is well illustrated. 

Throughout the book the importance of careful ante- 
natal preparation of the patient, which must include a 
personal demonstration of the apparatus, is stressed, also 
the vital importance of scrupulous attention to detail 
during the administration. Causes of failure to establish 

esia are discussed; and under the heading ‘An 
Indifferent Attendant’ it is stated that “‘self-administered 
analgesia is effective if correctly used. Correct use depends 
on the sympathy and care shown by the attendant. It is 
not enough to provide apparatus and a person trained in 
its use, the attitude and care of the attendant finally 
determines the efficiency of the pain relief.” 

The appendix contains the standard conditions laid 
down for testing gas and air machines, the Medical 
Research Council’s Specification for the Trilene Analgesia 
Apparatus for use by Midwives, and the Central Midwives 
Board Rules in relation to the administration of analgesia 
by midwives. The arrangement of the book in very short 
chapters makes it easy to read, and it should be in 
the possession of every second period midwifery pupil 
as it is small, light and full of relevant information. 
It will be of great value to all concerned in training pupil 
midwives, and to practising midwives themselves. 

The excellent bibliography at the end of each chapter 
will enable the reader to study any aspect of the subject 
which is of special interest to her, and the publishers are 
to be congratulated on the standard of production 
achieved at such a moderate price. 

M. W. S., S.R.N., S.C.M. 


Modern Medicine for Nurses 


(fourth edition).—by Patria Asher, M.D., M.R.c.P. (William 
Heinemann Medical Books, 22s. 6d.) 

Dr. Asher’s book is deservedly popular with both 
student nurses and their tutors. This new edition will add 
to its value as an up-to-date textbook offering sound and 
factual knowledge in a most readable and original style. 
The careful explanation of treatment and of the under- 
lying physiology is most helpful to students who are 
revising or studying on their own. 

If one may add any criticism of such an excellent 
book, it is of the case histories which appear throughout. 
These are so brief and incomplete that it is doubtful 
whether they add anything to the value of the text, and 
may even encourage the nurse to overlook the social and 
other important factors which may contribute to the ill- 
ness of the patient. 

A. C. G. H., S.R.N., S.C.M., S.T.DIP.(LOND.) 


Cancer and Common Sense 


—by George Crile, Jr., M.D. (Robert Hale, 10s. 6d.) 

This small book, written by an eminent American 
surgeon, justifies the title. Throughout there are three 
dominant themes: that cancer is being so publicized that 
fear of it is now causing more distress than the disease 
itself; that many cases are not bettered and not a few are 
worsened by surgery, and that death from incurable cancer 
may be long delayed, and painless if left alone. 

It is refreshing to find a surgeon who doubts the help 
surgery can offer in many types and grades of cancer, and 
who has such insight that he can recommend a more con- 
servative approach combined with all the support and 
comfort that a doctor can give. 

In those patients too who fear cancer, but in whom 
there are no grounds to suspect it, the author recommends 
early and firm reassurance with no investigations for 





and the care necessary for their proper maintenance is 
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investigation’s sake. : 

In short the book is a salutary one, designed to lessen 
the public’s fearful views on cancer, and to have it seen jp 
a true perspective. 

Like all evangelists the author tends to dogmatism 
recommending for instance that patients should be tol 
from what they suffer, and that their span is limited; 
advice certainly not acceptable to all. A purist too woulj 
disapprove of quoted statements not backed up by refer. 
ences, though since the book is written primarily for lay 
readers, this is not a great fault. 

How strongly, and to what sections of the public cay 
it be recommended? Certainly to all those of the cancer. 
bearing age group, while surgeons, physicians and nurse 
alike who care for cases of cancer can read it with p 
if only to show those who are unaware of it that a resort 
to surgery is less often justified than may be thought, 
However, undoubtedly the beok’s greatest value lies not 
in the help it may give to individuals, but in the part it 
will play, however small, in re-educating us to a proper 
understanding and a diminished fear of a tragic but not 
often a torturing disease. 








V. E. L. H., MRCP, 


Three Steps Forward 
—by Vera Dean. (Faber and Faber, 15s.) 


In these days of increased psychological awareness it 
is generally accepted that to feel frustrated is to suffer. To 
those tempted to self-pity for their particular frustrations 
this book should come as a bracing breeze. 

The cover description calls it ‘a moving success story’, 
Almost one could wish that photographs of the author at 
different ages could have been included in this eminently 
readable autobiography, for the reader has constantly to 
remind himself that this lively, and at times humorous 
story, has been hammered out by an author only some 27 
years of age, who for the first 15 years of her life was 
treated as a mental defective and so left uneducated be- 
cause of the then lack of understanding of the cerebral 
palsies. 

Vera Dean was one of the first patients to be trained 
by the now famous pioneer of educational work with 
spastics, Mrs. Collis. Her life story, so far, gives us a heart- 
searching contrast between the capacities and the oppor 
tunities of those who suffer from the often severely dis- 
abling physical handicaps due to cerebral palsy, yet are 
recognized as being intellectually normal, or above normal, 

All nurses, both trained and student, should read this 
book as part of their training in a right approach to these 
distressingly handicapped, but teachable, people. 

M. F., B.S., D.N.(LOND,) 


Books Received 


Nursing Care of the Surgical Patient (sixth edition).—by John 
Pettit West, M.D., Manelva Wylie Keller, B.S., R.N., and 
Elizabeth H. Harman, M.A., R.N. (Macmillan Company, 
New York (London Branch, 10, South Audley Street, W.1) 
40s.) 


The Psychiatric Hospital as a Centre for Preventive Work in 
Mental Health.— Fifth Report of the Expert Committee om 
Mental Health; World Health Organization, Technical Report 
Series No. 134. (H.M. Stationery Office, 1s. 9d.) 


Paediatrics for Nurses (second edition)—by Arthur G6. 
Watkins, M.D., F.R.C.P. ( John Wright and Sons, 15s.) 


The Life and Work of Frederick Winslow Taylor.—by Lyndall 
F. Urwick. (Urwick, Orr and Partners, 2s. 6d.) 

Nurse is a Neighbour.—by Joanna Jones. (Michael Joseph, 
12s. 6d.) 
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The Role of the Student Nurse in a 






Mental Hospital 


by E. MEIR, M.a.(oxon.), S.R.N., Student Nurse, The Bethlem Royal Hospital. 


N THE TITLE OF THIS PAPER the operative word is 

‘student’—the student nurse. I once asked a nurse 

from a general hospital, who was doing her three 

months’ mental training, how she was getting on. She 
was working in a ward for adolescent girls. ‘‘It’s all right, 
I suppose,” she said, “but I’m not learning anything, I’m 
just being a policeman.” The truth was that there were 
possibilities for learning all round her, but she could not 
see them . . . in fact, we have more opportunity for learn- 
ing in our two or three years than we could do justice to 
in a lifetime, but often our basic assumptions as to what 
there is to learn get in our way. 

General trained nurses, especially, feel they are 
learning something if they are being shown how to prepare 
atrolley for electro-convulsive therapy (E.C.T.) but do not 
feel they are learning if they are out playing with children 
ina garden. The nurse I mentioned was in this plight. 
There were hardly any medicines to give out. There was 
very little physical treatment. There were no dressings, 
so there seemed nothing to do. She saw herself as being 
there simply to prevent the girls from hurting each other 
or themselves, or from running away. She saw them as 
naughty, insolent and abusive in language, and being a 
well-brought-up girl she disliked it intensely. It made her 
very uncomfortable. She did not realize the cause of their 
behaviour—that many were from broken homes, that 


some were adopted and had failed to come up to their new ~ 


parents’ requirements, while others were suffering from an 
over-restrictive upbringing. She did not realize that the 
ones who seemed to her ‘the best’ because they sat quietly 
alone, reading or writing or just thinking, were probably 
the most ill of all. Nor did she realize why she felt so 
hostile towards them or indeed that she did feel hostile 
and so was making them worse by her silent rejection of 
them. All of them wanted something positive of her, and 
she was not giving it to them. 

When she had had time to absorb some of these ideas 
from the ward sister and from the sister tutor, of course, 
her attitude changed and certainly she went back to 
general nursing at least a more aware person. But this 
situation does illustrate the fact that we only gradually 
come to realize how very much we have to learn in mental 
nursing—especially about people and about interpersonal 
relationships. 


Varied Methods of Learning 


Fortunately there are many sources from which to 
learn—the doctors, the sisters, the patients, the other 
nurses and, of course, the tutors. Some things we learn 
through formal lectures but on the whole we find discussion 
far the most valuable method of learning. A situation 
is described, acted by the nurses, or seen on a film, and 
afterwards we analyse it. For instance, the situation in 





An address given at a meeting of the Royal Medico- Psychological 
Association. 


which a patient, who does not want to eat, is fed. What 
were the essentials of that situation? What did the nurse 
feel? What did the patient feel? Was the nurse angry, and 
did the feeling come to be an act of aggression against the 
patient? How can we avoid this? What would have been 
a better approach? What was the basic situation leading 
to the patient’s not wanting to eat? This sort of teaching, 
combined with talks on individual patients and background 
reading, helps us to participate in an active way whatever 
our background or stage of learning. 

Nurses near the end of their course are expected to 
help those just beginning—especially in that they should 
by then have seen progressively deeper into any particular 
situation, and should be able to make more apparent to 
the less experienced nurse, who can only see what 
happened, why it happened and what her own reaction 
has been; for our own reactions and their motivations 
seem to be the last things we become aware of—though 
they are fundamental to the situation. 

Here it has been very interesting to compare what is 
being done by American nurses as seen in The Nurse and 
the Mental Patient, by Stanton and Shockley, and The 
Mental Hospital, by Stanton and Schwartz. 


The Patients’ Own Views 


As I have said, the patients’ own opinions are often 
very salutary. One has only to listen to their conversation 
to pick up their ideas about mental nurses, and it can be 
quite a revelation to see oneself through their eyes. While 
preparing this, I asked two patients to write for me in a 
few words what they expected of a mental nurse and what 
she should do for them. The first, who is 18, wrote: ‘‘She 
should be understanding, kind and cheerful. She should 
never be domineering or bossy, as this makes the patients 
obstinate and unco-operative.’”’ The other, who is 61, 
wrote, “She should be understanding of the things patients 
say, and realize that if they say hurtful things they don’t 
always mean them. She should have all the qualifications 
of a nurse in a general hospital as well as that of a mental 
nurse. She should be able, with the doctor’s consent, to 
discuss with the patient her illness, and advise her as to 
what she could do to help herself get, and keep, well.” 

In addition to learning within the hospital, we visit 
other hospitals with, we hope, an open mind—not simply 
thinking that of course ours is. best, but ready to pick up 
fresh ideas and enthusiasms. For instance, during our 
training we have-been to Claybury Hospital, The Fountain 
Hospital at Tooting, to Broadmoor, and the Social Re- 
habilitation Unit at Belmont Hospital; there some of us 
had our first experience of taking part in group therapy and 
hearing the patients’ own views on it. At Broadmoor we 
were most impressed by the enthusiasm of the male 
nurses in the insulin unit; they were so delighted that the 
treatment had improved certain patients—not so much 
those who got well enough to go home, but those who had 
been considered hopelessly violent and kept in cells for 
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years, but were now able to live in convalescent wards and 
enjoy their lives without any return to their disturbed 
state. 

Nevertheless, although the nurse is only a student, 
she is going to spend, from the first, 12 hours a day with 
the patient and come into immediate contact with many 
problems. Should she go up and talk to the patients, or 
wait till they come to her? Should she leave a patient who 
doesn’t answer, or persist in trying to get a response out 
of him? 


The Hardest Problems 


It depends, of course, on the individual patient, and 
the nurse’s own capacity, or lack of it, for developing good 
personal relationships. The problems she finds hardest 
to solve will be those she has not solved for herself, outside, 
in ordinary life. Some patients are always seeking atten- 
tion, others always repelling it. Some are hyperactive and 
others retarded. Where shall the nurse give her attention, 
and how much shall she give? How can she quieten one 
patient and encourage another? When they ask her such 
questions as “Nurse, what’s the difference between a 
dipsomaniac and an alcoholic?”’; or ‘‘Nurse, my neck is 
stiff. Is it due to the treatment?’ or “Nurse, does my 
handkerchief smell?’”’ or “Nurse, why does this horrible 
thought keep coming into my mind?’’—does she know 
enough to answer, and how much of what she knows 
should she answer, considering the emotional charge 
behind the question? 

One of her first big problems will be the nursing of 
‘caution’ patients—the constant observation of such 
patients without giving offence: watching, yet never 
appearing to watch, painting while the patient paints, 
doing a crossword with her, brushing her hair, taking her 
out in the garden, helping her with her toilet-—yet always 
trying to make it appear the most natural thing in the 
world that she should be there, and nothing at all to do 
with that red and white card. Some doctors, of course, 
believe in telling the patient about the special nursing she 
is going to receive, and this certainly seems more honest 
and straightforward, and is often quite acceptable. For 
instance, the patient of 61, whose opinion I quoted, was 
nursed on caution for about six weeks and she—looking 
back on this—said to me that she did not mind it. “It 
was necessary; I did not even notice when it stopped” ; 
so it must have been unobtrusive also. 


Graphic Records 


Then the student nurse must learn to record her 
observations as well as make them, and this is quite a test, 
revealing, at times, how biased one has been and, at times, 
how little one has noticed. Stanton and Shockley suggest 
that one should ask oneself which patient’s name is always 
forgotten when lists are made, and whose name we can 
never remember; I have found this a very good device for 
discovering whom I was failing to observe. Some nurses 
dislike writing notes and find it very difficult to express 
themselves, but foreign nurses are not always at a dis- 
advantage in this; sometimes their broken English is much 
more graphic than the regular kind—for example: “Mrs. 
B. was knitting and depressing all morning.’’ Set headings 
help to draw our attention to definite points. Is the patient 
tidier, brighter this week? Has he eaten well? Does he 
drink enough? Has he lost weight? What has he talked 
about? Perhaps the things we learn latest are the basic 
things—so striking when they have been learned that 
they seem always to have been obvious; such as the fact 
that one must give a disturbed patient one’s whole 
attention; the more incoherent the patient seems, the 
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more he is trying to convey something and the less one 
listens to his frantic efforts the more upset and frustrated 
he will become. 

In the background goes on the usual routine. Perhaps 
it is worth while outlining the student nurse’s day. She 
comes on duty at 7.30 a.m. and hears the night report, 
Then she calls the patients and helps them to make their 
beds. At breakfast she helps to serve the meal, bej 
present to see that everyone eats well and, if possible, with 
enjoyment. She may have to spoon-feed a catatonic 
patient or one in a retarded depression; the patient with 
anorexia may want to throw the tray at her. Afterwards 
there is the cutlery to count and check. Next she helps the 
patients to find tools for ward chores and shares in the 
cleaning. 

After this comes occupational therapy and any special 
talents the nurse has for knitting, sewing, weaving or 
















































foreign languages will make her a valuable asset to the in 
occupational therapist. While this is going on, some Fas 
patients may have E.C.T.; the nurse may have to prepare mere r 
for it, and look after the patients during their return to § corvice 
consciousness afterwards. Or a patient may be given tunitie 
lysargic acid and the nurse may be asked to look after § i, em 


him and take down all that he says; or a patient on As Lot 
modified insulin may need watching lest he should go into 
a sopor. Afterwards the nurse may take a group of 
patients for a walk, or see a doctor about her notes, or “ 
dress a cut or give an enema. There are medicines to be 
given out. Perhaps while there is extra supervision by 
part-time workers in the ward there will be a meeting J i+ cho 
with sister and other nurses to discuss the patients and itself ; 
their current needs; or the nurse may have a confidential 


talk with one of her own patients. a 
From tea-time onwards there are entertainments in Cale 

the ward or in a general hall. It is not easy to keep the J jn any 
: 4 “ : j 
patients together, coming and going to the film, dance or TI 


whist drive. It needs concentrated effort to see that all 
take part and all enjoy themselves, and that hypomanic 
and agitated patients do not clash, that the male hysteric We 
and the female psychopath do not monopolize the dance 
floor, and that the obsessional patient does not spend all 


the evening wiping his feet on the doormat. paper 
his ree 

Handling Surprises “the 

Now and then a crisis will occur; someone will push disgra 

a broom handle or a bare hand through a window, or N 


throw a jug of water over a psychiatrist, or bang a door ciate 1 
till it falls off its hinges. There is no real ward where, as — work « 
one textbook asserts, if you do this and that “the ward § task. 
will run like clockwork”. Since the patients are not § letter 
mechanical dolls there will always be surprises, but it is hospit 
then that the senior student nurse can show the junior § Witte 
what is to be done and how to do it as quietly and calmly J “titica 
as possible. tionin; 
Meanwhile, behind this facade of activity, personal and s 
relationships are continually forming and dissolving—last far fro 
thing in the evening, at the end of a 12-hour day, when one possib 
is hastily balancing the intake and output charts, checking the B 










the ‘sharps’ or seeing that all the doors are locked, someone ‘amat 
says ‘Nurse, don’t leave me. Please stay with me, I’m give é 
going to be taken away tonight. The police are coming valual 
for me.” patier 
Naturally, for her information about the patient and patier 
for guidance as to what line to take to fit in with the availa 
therapeutic plan, the nurse is very dependent upon the from 
doctor. He it is who sets the tone of the nurse-patient epider 
relationship. If he is remote and inaccessible, if he has no magni 
patience and is contemptuous of nurses’ intelligence, the had a 
nurse is apt to be uninterested and apathetic. If she has than \ 
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Why not Make this Year a ‘Red Cross Year’ ?- 


A plea for an all-out effort 
to help the British Red Cross 


by ELIZABETH PEARSON 


ANY PEOPLE learned witha shock of consternation 

that the national headquarters of the British 

Red Cross Society is nearly £85,000 ‘in the red’— 

to be exact, last year it spent {84,977 more than 
itsincome. Yet the Red Cross is perhaps the best known 
and most universally approved of all our good causes; 
in wartime, hands dipped willingly into pockets at the 
mere mention of its name. But the post-war Red Cross 
services to the community go on and ever-new oppor- 
tunities of useful work open out, in addition to relief work 
in emergencies—floods, earthquakes, famine, accident. 
As Lord Woolton, chairman of the British Red Cross, said 
recently, “‘Disasters don’t wait for flag days’... How 
very true! 

“Sorry we can’t help you this time” is a phrase which 
simply does not exist for the Red 
Cross. And it is unthinkable that 
it should ever be allowed to find 
itself in a position in which it could 
not meet any of those urgent calls 
for assistance which are made on it 
—almost as a matter of routine— 
in any emergency. 

. The editor of a certain news- 


The scene after 
a rail disaster: 
a Red Cross 
worker helps in 
issuing splints 
and bandages to 
those tending the 
injured. 





We MUST help to take the Red Cross ‘Out of the Red’. . . 


paper in a western district of this country roundly told 
his readers (in a leading article published last year in 
support of Lord Woolton’s annual Red Cross Day appeal): 
“The running overdraft of the British Red Cross is a 
disgrace to everyone in Britain.” 

Nurses are in a particularly good position to appre- 
ciate much of the valuable, steady, often unspectacular 
work of the Red Cross which helps the hospitals in their 
task. Perhaps we cannot do better than to quote from a 
letter from the matron of a well-known London teachirig 
hospital, published in a local London newspaper; it was 
written (evidently at white-hot heat) in protest at a 
critical comment which had appeared in the paper ques- 
tioning the value of Red Cross personnel to the hospitals 
and suggesting that these ‘enthusiastic amateurs’ were 
far from welcome there. ‘‘I wish to protest in the strongest 
possible terms”, writes the matron. “In the first place, 
the British Red Cross and St. John workers are not 
‘amateurs’—though they ave enthusiastic . . . trained to 
give auxiliary nursing care, they can, and do, make a 
valuable contribution to the total nursing care of the 
patient. . . We call regularly on them for help in escorting 
patients going home, or to other hospitals. If they were not 
available we should be obliged to take nursing staff away 
from wards for these duties. . . In a recent influenza 
epidemic at this hospital, an appeal for help met with a 
Magnificent response. Within one hour the first worker 
had arrived; by the following morning we had more help 
than we needed. . . The public ought to give them every 
support in developing and extending their work.” 

A vigorous protest also appeared from the matron of 





the hospital most concerned in the reception of casualties 
in a recent rail disaster. She writes: “‘. . . members [of the 
British Red Cross and St. John] reported here very soon 
after the crash had occurred, and worked side by side 
with the nurses of this hospital, both in the casualty 
department and the wards, and the work they did was 
invaluable. During the following week, members of the 
British Red Cross formed a rota of nurses to assist in the 
wards which received casualties, and they provided help 
both day and night. This assistance was most welcome, and 
I am extremely grateful to every member who took part.” 

Well known in nearly every hospital up and down the 
land is the work of Red Cross personnel, in running the 
Hospital Library Service, the Picture Library Service, 
ward trolley shops, manning of outpatients’ and visitors’ 
canteens, performing escort and ambulance duties; and 
now, too, the manning of patients’ telephone trolley 
services. Much of their work outside the hospital, in fact, 
helps the hospital too: follow-up visiting of discharged 
patients, ‘meals on wheels’ for the elderly infirm, assistance 
to district nurses, services to the disabled—all these 
activities can make the difference in the earlier discharge 
of certain patients, with a consequent quicker turnover 
and lessening of waiting lists. 

Another longer-term, and perhaps less publicized, 
service rendered by the Red Cross to the nursing pro- 
fession (and hence to the community) is as:a channel of 
recruitment to nursing. Does it surprise you to learn, 
for instance, that in 1956, over thirteen hundred entered 
some form of nurse training from Red Cross membership? 
Naturally, not all were old enough to embark straight 
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The patients’ telephone trolley service is manned by 
a rota of Red Cross workers in a London hospital. 


away on general training, but the actual total of 1,342 
comprised: Junior Red Cross members entering general 
nurse training, pre-nursing courses, or nursery nurse 
training, 686; members of Red Cross V.A. Detachments 
entering general training or pre-nursing courses, 656. 
It is found that these recruits to the profession from Red 
Cross sources generally make excellent student nurses; 
they have already tested out their aptitude and enthu- 
siasm, acquiring a useful basic elementary knowledge 
which gives them a good start and added confidence in 
taking up nursing as a career. Wastage among them is 
found to be less. For 1,342 potential nurses, in one year 
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the local’ branch of the British Red Cross and 
offer to devote the proceeds to the Red Cross 
cause (the Red Cross has an eminently sensible 
rule that any appeal made in its name must be 
duly sponsored by it, and an approach to the local 
branch is the simplest way to comply with this), 
Why not make this a ‘Red Cross Year’—with an 
all-out effort to help ease the financial burden 
that threatens to hamper the Red Cross in its 
beneficent work? Nurses are notoriously per. 
suasive people when it comes to raising money! 
If all pulled together—what a wonderful result 
there would be for the Red Cross ! 

Another way in which nurses can help (and 
they can do it, perhaps, as no one else can) is 
even more practical, though it may not hit the 
headlines—by recruiting more members or asso- 
ciates to the Red Cross itself. This country has 
now come into line with several other countries 
and offers ‘associateship’ to the person who may 
be unwilling or unable to undertake any Red 
Cross training or active duties, but who, nevertheless, 
wishes to support the Red Cross and be associated with its 
work. Associates pay a regular annual subscription which 
means that for each associate you are able to recruit, you 
secure an additional continuing annual income of that 
amount for the Red Cross Society. Nurses come across 
numerous patients who are in a grateful, receptive frame 
of mind on recovery from illness. Often they want to 
express in tangible form their gratitude for care received; 
often, too, they will have experienced personal proof of 
the good work of the Red Cross during their stay in 
hospital. What better moment could there be than this 


How the Hospitals are Heh 


alone, the Red Cross has been the means of 
‘bridging the gap’—that critical period that 
exercises the minds of so many who are anxious 
to steer into nursing promising and suitable 
candidates who may so easily be side-tracked 
into other callings before they are old enough 
to enter nursing. 


How Nurses Can Help 


There are several ways in which nurses 
can, in their turn, give practical help to the 
Red Cross today when help is so urgently 
needed. 

Most hospital nursing staffs and student 
nurse groups organize functions from time to 
time to assist a variety of causes—bring-and- 
buy sales, plays, jumble sales, whist drives, 
dances. When planning such fund-raising 


activities next time, why not get in touch with 
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Red Cross 
welfare work- 
ers run a 
trolley-shop 
service—a 
popular feature 
in the wards of 
many hospitals 


Helping the 
district nurse 
to care for 
the patient in 
her own home; 
two pairs of 
hands are bet- 
ter than one! 


to channel their goodwill in the direction of joining the Red Cross? 
And this opportunity is open to district nurses, too; in addition to 
their patients, they meet and talk with members of many families, 
and their word carries much prestige with the relatives of those they 
serve professionally. 

It goes without saying that trained nurses are always welcome 
as Red Cross members—as full members they can give valuable 
service as tutors, examiners or administrators—but if their busy 
lives make it impossible to do active Red Cross work, they, too, cat 
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y the British Red Cross 


join as associates, and it is much hoped that 


OSS a 
d pee: many more will do so. The minimum annual 
sensible subscription is 2s. 6d. Headquarters address 
nust be js 14, Grosvenor Crescent, S.W.1. 
he local Certainly we in this country cannot afford 
h this), to rest complacent as regards our support 
with an of the British Red Cross. We don’t show up 
burden yery well as compared with the 80 other 
; in its countries where the Red Cross (or its equiva- 
ly per- lent) is established. The accompanying 
money! 

result 
Ip (and 
Can) is 


hit the 


RED Cross MEMBERSHIP 


Total 


41,137,243 
15,000,000 
12,253,956 
8,117,250 
5,050,000 
2,292,394 
2,150,000 
2,142,003 
2,026,031 
1,489,824 
1,265,664 
1,200,000 
608,000 


Senior 
21,500,000 
10,000,000 
11,669,065 

5,009,436 
50,000 
1,203,188 


Junior 
19,637,243 
5,000,000 
584,891 
3,107,814 
5,000,000 
1,089,206 
1,150,000 
943,525 
1,416,000 
255,000 
1,216,231 
100,000 
308,000 


Country* 


U.S.A. 
U.S.S.R. 
Japan ne 
Philippines ... 
Italy... 
Canada 
Poland 
Yugoslavia ... 
Czechoslovakia 
France 
India... 
Rumania 


610,031 
1,234,824 
49,433 
1,100,000 
300,000 


figures, picked from the long 
list, represent a good talking 
point, if any were needed, for in- 
creased recruitment in Britain. 

Even if size of populations 
in the various countries is taken 
into account, the table does 
not make very comforting read- 
ing. The United States, for 


Above: trained nurse 
members of the Red 
Cross on escort duty 
with very ill patients 
at sea and by railway 
train. Below: the 
Picture Library Ser- 
vice for long-stay 
patients. 


Hungary 
Great Juniors 
Britain Seniors 


128,985 
89,595 


Associates 200,578 


419,158 


*Many of the above countries include an unspecified 
number of ‘subscribers’ in their figures, not giving 
them separately as in Great Britain; this does not 
prevent comparison of overall totals, however. 


instance, has a population ap- 

proximately three times our 

own, but their 41 million scores a runaway 
victory over our just under } million. Canada, 
with over 2} million members, has a population 
less than one-third of ours; Italy, with a 
population slightly under ours, manages to 
total well over 5 million membership. 

An increased membership roll brings many 
assets, other than merely financial, to any 
worthwhile philanthropic organization. There 
is more widespread interest in its affairs; it 
attracts more publicity ; the larger membership 
draws in more members, snowball fashion. And 
because enthusiasm is catching, some who 
joined as associates may find themselves 
inspired after all to undertake more active work. 

Wherever there is suffering, sickness, 
distress or disaster, the British Red Cross is 
willing and eager to answer the call. Must it 
be hindered by lack of financial resources from 
carrying on and developing its great humani- 
tarian work for mankind ? 








Above: ST. ANDREW’S HOSPITAL, Bow. Sir 
Graham Rowlandson, chairman, North East Metropolitan 
Regional Hospital Board, who presented the awards, with 
prizewinners, including Miss M, Sullivan, silver medal. 
Above left! WEST KENTGENERAL HOSPITAL, 
Maidstone. Prizewinners with Viscountess Monckton of 
Brenchley, who presented awards. Miss A. Trice won 
matron’s prize and Mr. W. L. Tamkin tutor’s prize. 


Above: ROYAL FREE HOSPITAL, 

London. Left to right, Miss S. K. Bevis, 

silver medal; Lady Dorothy Macmillan; Miss 

A. C. Beeching, gold medal; Miss A. Hard- 

man, matron; Miss P. Hayes, bronze medal, 
and Mr. G. M. Harvey. 


Royal Free Hospital, London 


HE prizes and certificates were presented 

by Lady Dorothy Macmillan, wife of the 
Prime Minister, and the medals by the 
Master of the Worshipful Company of 
Cordwainers 

Miss A. E. Hardman, matron, reported 
that it had been an eventful year. For the 
first time the hospital’s nurses had been 
seconded to a mental hospital and were 
enjoying the experience. Group assignment 
had been introduced experimentally and 


Above: OA KWOOD HOSPITAL, Maid- 

stone. Seated centre ave matron and the 

Duchess of Gloucester, who presented the 

prizes. The psychiatric prize was won by 

Mr. F. C. Cornwall and the psychiatry and 

, » psychology prize by Miss P. P. G. Burry and 
Mr. J. Pentland. 


would be introduced in another ward 
shortly. 

Lady Dorothy Macmillan, addressing the 
nurses, spoke of ‘‘this great hospital with 
its wonderful tradition”. Its history, she 
continued, was one of personal initiative, 
and that was a quality that still counted 
most today 


Left! GULSON HOSPITAL, Coventry. 

The Lord Mayor of Coventry, Alderman Mrs. 

P. M. Hyde, presented the prizes, including 

the gold medal to Miss Hawthorne and the 

prize for the best third-year nurse to Miss 
Ewers- Freke. 

















THE ROLE OF THE STUDENT NURSE 
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IN A MENTAL HOSPITAL 
(continued from page 184) 


not even a rough idea of the patient’s prognosis, she may 
make some very damaging remarks to his visitors. If she 
cannot meet the doctor to talk over her problems, she 
may become very resentful; if he is too busy to help her 
with hers she may feel insecure and convey her insecurity 
to the patient. 

I remember a case where, when a young patient ran 
out of an open ward and was temporarily missing, the 
nurse in charge told her doctor, who said “You know she’s 
very suicidal, don’t you? Well, I’m going now, it’s six 
o'clock.” So when the patient was brought back the duty 
doctor had to come and see her instead. The patient had 
little faith in her doctor before this, and none afterwards, 
in comparison to the other doctor, whom she found very 
understanding. 

Often there are special difficulties for night nurses, 
as they rarely see the patient’s own doctor. A prescribed 
sedative may not suit the patient; she has no sleep. The 
night nurse hears that it must not be changed but is not 
told why, and so feels frustrated and helpless over the 
patient’s sleeplessness. 


Communication between Doctors and Nurses 


Certain types of guidance from the doctors are usual— 
a few lines on the nurses’ notes (often, alas, illegible) a 
meeting perhaps once a week: though the fact that junior 
nurses are usually taught by junior doctors in the ward 
and sometimes by doctors only just starting psychiatry 
does not always make for confidence and security on either 
side. It is true there are sometimes groups of nurses so 
new, or knowing so little of the language, or so bored 
anyway, that it is a discouraging business teaching them: 
but I know on the other hand of a doctor from New 
Zealand who said he left his first ward talk feeling 
that the nurses knew the patients far better than he did. 

There seem to be three methods of communication 
and teaching between doctors and nurses: one where the 
junior doctor directs the nurse, but then the sister must 
be given the information about the patient by the senior 
doctor and not via the nurse; one where the doctor holds 
a teaching group with no specific reference to patients at 
all; or a third which I have also seen practised, where 
almost everyone connected with the patient in the hos- 
pital is present—consultant, registrars, sister, nurses, 
psychiatric social worker and nursing assistants. This 
widely inclusive group was very valuable and enlightening ; 
one got a total picture of the patient and even of the 
consultant’s general policy from it, and the most junior 
nurse was not afraid to speak or to say what she had 
noticed. Certainly there have been cases where nurses 
were afraid to speak at such groups lest the senior nursing 
staff should afterwards be annoyed, but I think and hope 
that this fear of criticism, which originated the disapproval, 
is only part of the newness of the plan, and will disappear 
as communications become more open throughout. It 
might be helpful, too, if one fairly senior student nurse 
was allowed to be present each week at the doctors’ con- 
ference and give the others a short account of what 
occurred. 

Professor Stengel is reported as having said once, at a 
conference, that poor communications were responsible 
for most disturbances and accidents. If the right people 
had known what was going on, a climax would never have 
been reached. One should not need to have to make a 
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choice between telling sister and telling the doctor, or feel 
that by going through one channel one had blocked 
another. 

There was a case of this kind where a patient 
confidéd to a nurse that she had killed someone before she 
came into hospital; she had not told her doctor, with 
whom she was not on good terms. The nurse told the 
sister, but the latter, believing the patient to be an 
hysteric, was sure it was not true and did not report it. 
Later the patient killed herself. As she had been a 
district nurse, it was quite possible for her to have killed 
the woman she spoke of, in the way she described, after 
a cerebral haemorrhage. Her motive—to get back to her 
husband, who was just recovering from acute schizo- 
phrenia—was plausible. And as by upbringing she was an 
Irish Catholic, one could understand her guilt feelings 
being so strong she could not face life afterwards; but one 
cannot say whether she would have killed herself anyway. 
In any case, the channels of communication were un- 
necessarily blocked. 

As for background information, some doctors approve 
and some disapprove of Our seeing medical notes, but at 
least we need to know the patient’s main problems and the 
main line of his treatment. Recently a patient said ‘Nurse, 
do you think the doctor is in love with me? He sees me 
every day and the others only once a week. And when he 
went on holiday he came specially to say goodbye to me!”’ 
Fortunately I knew that this patient alone in the ward 
was having deep psychotherapy while the others were 
having physical treatment, and realized that the doctor 
had said he was going on holiday so as not to disturb the 
stage of transference that had been reached. All the same 
it was not easy to give a tactful or convincing answer. 

Often, too, a patient complains “My doctor said he 
would see me at 9 and it’s 10 o’clock now!”’ It is helpful 
to have a general idea of the times when the doctor will be 
available and of his other engagements in the hospital. 


Doctor/Nurse/Patient Relationship 


Of course, the relationship is not so much a dual as a 
triangular one—a doctor-nurse-patient relationship—and 
therefore an ideal solution sometimes appears to be a 
regular group meeting of all three classes of people con- 
cerned. A treatment group, for instance, was held in a 
ward of schizophrenic patients and included doctor, nurses 
and patients, until a patient one day complained of the 
presence of the nurses: she did so because they came as 
silent observers. This was a very natural objection. If 
nurses are present they must take part or they will appear 
to be spies, especially if there are paranoid patients present. 
If all take part and are equally open to criticism, genuine 
community spirit is created. Even more than information 
about the patient, the nurse needs a communicated feeling 
of enthusiasm from the doctor to pass on to the patient. 
If the programme is one of rehabilitation of chronic 
patients, then his belief that this can and will be done will 
help her to pursue it beyond discouragement and fatigue. 
If the programme is one of research into new methods of 
physical or chemical treatment she will be inspired to 
really accurate observations by the doctor’s own zest for 
the project. Articles have recently appeared in the 
Nursing Times and the Nursing Mirror showing with 
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what appreciation student nurses have responded to being 
involved in research projects. 

As the doctor-nurse relationship, affects the patients, 
so does the nurse’s relationship with other nurses. Her 
position is very insecure because it changes so frequently, 
since in training she must have experience of all types of 
ward. She gets used to one set of patients and feels at 
home with them, when suddenly she is moved to another 
ward. She is working as middle nurse; suddenly she finds 
herself in charge, if only during a meal time. She knows 
her fellow-trainees and suddenly there come nurses from 
another ward, another hospital, another country with their 
different ways, and there is tension and insecurity among 
them. It is impossible to avoid this in hospitals which 
draw nurses from so many sources, and it hasits advantages 
in exchange of ideas, yet the insecurity remains. 

However, nurses who trained in the U.S.A., Norway 
or France are not so different basically—probably because 
the World Health Organization committees have agreed 
upon principles of psychiatric nursing everywhere. But 
nurses who trained 20 or 30 years ago are sometimes very 
different. The old custodial ideas tend to crop up very 
frequently and when she hears part-time trained nurses 
or nursing assistants with many years’ experience talking 
about not ‘spoiling the patients’, ‘not letting them play 
up’ or being ‘too soft’, the new student nurse tends to copy 
their cynicism, to feel disillusioned and not give new ideas 
a fair chance. 


Facing Emotional Tensions 


So again we need a common meeting ground where 
nurse and nurse can thrash out their problems and reach 
some measure of harmony, for their disagreements and 
tensions are felt even by the most apparently oblivious 
patients who become more disturbed in consequence. 

It used to be an axiom of nursing that a nurse is 
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detached and keeps her private life to herself, but man 
mental breakdowns among general nursing staff haye 
shown how impossible a standard this is. Sometimes, go 
busy a life it is that the nurse almost forgets who she is 
and loses her identity in her uniform, but never entirely, 
Sooner or later there is a break through of private into 
professional relationships. A patient begins to depend on 
one as if she were his mother. Another becomes violently 
antagonistic for no reason connected with the immediate 
situation, or the patient to whom the nurse had, in spite 
of herself, become attached, leaves the ward and forgets 
the hospital. We need help in handling these situations: 
help to know ourselves better. Perhaps not many nurses 
would consent to have psychological treatment, but | 
think we should all be the better for it. Perhaps the reason 
that the moment they have qualified so many mental 
student nurses leave to take up theatre work, or neuro- 
surgery or even the cutting up of bodies for post mortems, 
is that after the emotional strain of mental nursing a dead, 
or at least an unconscious, patient is so very undemanding, 
Lastly, besides her duty to the patient, the doctor and 
the other nurses, the student nurse has a responsibility tc 
the general public to promote a better idea of what really 
goes on in a mental hospital. No doubt before she becomes 
a nurse she has already encountered opposition. Parents 
say “Oh, you can’t do that!” Friends say “How terrify- 
ing!”’ and enemies “You will soon be a patient yourself!” 
She has had to defend a mental hospital before she knows 
anything about it. Now she has opportunities in her 
behaviour with visitors and in the way she speaks of her 
work with other members of the staff, such as porters or 
maids, with her family at home and her friends outside, 
to convey the fact that a mental hospital is not a sort of 
human zoo but an ordinary community where perhaps life 
is lived a little more intensely, but where kindness, toler- 
ance and emotional security are to be found, and all are 
working together for the good of the sick person. 


THE WORK OF THE 
OPHTHALMIC NURSING BOARD 


EFORE THE OPHTHALMIC NURSING BOARD was con- 

stituted in September 1952 there was no uniformity 

in ophthalmic nursing training and standards in 

ophthalmic nursing were variable. The certificate 
of an eye hospital might mean much or little; in fact, in 
some cases, a hospital certificate was issued without 
students being required to pass an examination. During 
the five years of its work much progress has been made by 
the board to remedy this state of affairs and to introduce 
and maintain in ophthalmic nursing the uniformity and 
minimum standards of training and qualification required 
by statute in other branches of nursing. 

Further, before the board came into being, some 
hospitals issued no certificates of ophthalmic training, so 
that nurses had no proof of their ophthalmic experience 
and some certificated ophthalmic nurses had had no theatre 
experience. The junior assistant nurse who obtained the 
ophthalmic certificate of her hospital held the same quali- 
fication as the State-registered nurse working in this 
branch of nursing. 

In its constitution, the Ophthalmic Nursing Board 
states that its aims are “‘to promote and maintain a general 
standard of efficiency in ophthalmic nursing’, and that 
the board “shall regulate the syllabus of training, hold 
examinations and award diplomas to candidates complet- 


ing the required training and passing the examinations of 
the Board.” 

The board may be said to have originated at Moor- 
fields Eye Hospital, City Road, London, and came into 
being entirely on the initiative of ophthalmic nurses. In 
1946 the matrons of all eye hospitals were invited by their 
colleague at Moorfields to meet there to discuss the project. 
Six years later, in consultation with ophthalmic consult- 
ants, the constitution was drawn up, and provision was 
made for democratic representation on the board and for 
the nomination and election of honorary officers. 

The board consists of a medical and a nursing repre- 
sentative from each of the following areas: England 
(London, the South, Midlands, West and South Wales, 
North East, North and West Wales); Scotland; Northern 
Ireland. Medical representatives are nominated by the 
Council of the Faculty of Ophthalmologists. Nursing 
representatives, who must be matrons of ophthalmic 
hospitals or general hospitals which are on the board's 
list of approved hospitals, are elected by holders of the 
Ophthalmic Nursing Diploma in active practice in the 
region concerned. Members of the board serve for three 


years, and are eligible for re-appointment. One-third of © 


the members retire in turn each year. Other members may 
be co-opted to hold office for one year, and may be re- 
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ed. 
a The board elects its chairman, secretary and treasurer 
for one year (they also may be re-elected) and meets at 
Moorfields Eye Hospital twice a year. 

When the board was constituted, nurses without an 
ophthalmic nursing certificate were allowed a ‘period of 

’ (up to December 1952) in which they might apply 
to the board for a diploma without taking the examination, 
subject to having held one of the following posts for a 
minimum of three years: (a) administrator in charge of 
ophthalmic nurse training; (>) sister in an ophthalmic 
ward or department of a general hospital; (c) sister in an 
ophthalmic hospital ; (d) lecturer or examiner in ophthalmic 
nursing. Holders of an ophthalmic nursing certificate 
approved by the board were admitted to the Register 
during the period of grace. 


Training and Examinations 


The board arranges for two nursing and one medical 
member to inspect a hospital before it is approved as 
suitable for ophthalmic training. Hospitals with 50 or 
more beds are recognized as full training schools; depart- 
ments in general hospitals and small eye hospitals are 
recognized for part training. Experience in theatre, 
surgical and medical wards and outpatient department 
is compulsory before candidates can take the board's 
examination. 

For State-registered nurses the specialized ophthalmic 
training is for one year exclusive of sick leave and holidays. 
Nurses thus prepared may take the board’s examination 
during the last two months of the training or at any sub- 
sequent time, though the diploma will not be awarded until 
the training period is completed. 

Student nurses may take the training at ophthalmic 
hospitals recognized by the General Nursing Council as 
providing facilities for one year of the three years of 
general training, the period of training being two years, 
exclusive of sick leave in excess of 14 days. Student 
nurses are eligible to sit for the examination on completion 
of 18 months’ training in an ophthalmic hospital which is 
on the board’s list of approved hospitals; they are awarded 
the diploma on completion of their general training and 
only after State-registration. 

The Ophthalmic Nursing Board appoints its own 
board of examiners and questions for the written part of 
the examination are set by them—three questions by the 
medical members and three by the nursing members. 
Panels of examiners consisting of a surgeon and a nursing 
examiner conduct the oral and practical examinations, 
which are held in several centres according to demand. 
They are always held in London and Birmingham and, as 
required, in other centres such as Bristol, Manchester, 
Newcastle, Liverpool and Glasgow. 

The entrance fee is £2, and on receiving the diploma, 
nurses are placed on the Board’s Register of Ophthalmic 
Nurses on payment of £1. The address of the Board is 
c/o Moorfields Eye Hospital, City Road, E.C.1. 

At the last meeting of the board it was reported that 
1,449 nurses had been enrolled on the Register of Ophthal- 
mic Nurses since 1952, of whom 1,291 were post-registra- 
tion nurses and 158 were awaiting registration. Twenty 
hospitals are approved by the board for full training, and 
eight for the first six months of training. 

The pioneer work which has been done by the board 
has brought about a welcome standardization of ophthal- 
Mic nurse training and an improvement in nursing care. 
The whole field of ophthalmic nursing, both academically 
and practically, is more orderly, and this will be to the 
benefit of all concerned, including the patient, whose 
Welfare is the ultimate object. 








Questions from the Examination 


for the 
OPHTHALMIC NURSING DIPLOMA 


What are the essential qualities of an ophthalmic nurse? How 
can she, as aw individual, help the newly blind person? 


The essential qualities of an ophthalmic nurse are all the 
factors that go to make up a strong character, together with 
a sympathetic and intelligent grasp of the theory and practice 
of this very specialized branch of nursing. 

The qualities may be summarized as follows: 

(1) sympathy without sentimentality ; 

(2) kindness; 

(3) unbounded patience; 

(4) gentleness in touch, manner and speech; 

(5) observation; 

(6) cheerfulness; 

(7) loyalty; 

(8) lively understanding. 

The attitude of the nurse can affect the patient greatly, 
therefore she must understand the acute reaction of physical 
and mental suffering brought about by blindness, and make 
allowance for abnormal behaviour, at the same time encourag- 
ing relaxation of mind and body. The nurse can demonstrate 
her comprehension of the needs of the patient in the delicacy 
and quietness with which she performs her duties, and in her 
cheerfulness and interest in his welfare. She should develop a 
strong sense of understanding so that the patients are treated 
according to their individual requirements. 

An ophthalmic nurse possessing these qualities cannot 
fail to elicit the respect and confidence of those with whom 
or for whom she works. She will perform her duties with a 
quiet reserve that will both stimulate and encourage her 
patients. 

She should use her powers of observation to anticipate 
the patient’s wants so that she can minister to his needs with- 
out making him feel his disability is a trouble or a nuisance. 
An ophthalmic nurse, more than any other, must learn to 
anticipate the patient’s needs. Utmost care must be taken to 
avoid accidents. In cases where the patient’s condition will 
allow, the nurse with patience and tact can train him to per- 
form duties for himself. This will help considerably to main- 
tain morale and give him more independence. The nurse must 
walk on the side of obstacles when leading a blind patient; 
she must place his hand on the stair rail when taking him up 
or down stairs and count the steps aloud. She should allow 
the patient to dress himself, but place articles of clothing in 
the order required, and teach him some trick to discover the 
right or wrong side of a garment, and in the case of a woman, 
back from front. 

When the right time comes, the ophthalmic nurse can 
often give valuable advice on how the patient can approach 
the future. The help and advice given must of necessity vary 
according to the age of a patient, his previous position and 
occupation, and his mental and physical ability. 

In the case of a retired and elderly person, the nurse must 
teach him, with tact and understanding, to do little things to 
help himself, and with initiative and patience he can succeed 
in leading an independent and useful life and so feel he is not 
a burden to relatives and friends. 

Loss of vision in the younger person presents a very 
different problem. The state of depression is much more 
acute but once it passes and he realizes the opportunities open 
to him, he soon accepts advice and guidance about his future. 
To understand such a case, the nurse must have knowledge of 
his background, occupation, interests, etc. As a general rule 
a complete change of work is necessary and it is important 
that the nurse should be familiar with blind institutions and 
training centres in her area, so that she can advise and help 
him to start training in whatever centre is most suited to his 
ability and interest, either academic or practical. 

With blindness in babies and children, it is hard for the 
parents to be parted from their child. But the nurse should 
strongly advise the parents to let the child go to a Sunshine 
Home, where the child will be the same as the other children, 
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and be taught from the start to be independent without 
devoted parents doing everything for him and so making 
him helpless. 

The patient’s home environment and domestic difficulties 
should also be carefully studied by the nurse. Here she may 
seek the help of the hospital almoner who will investigate 
home difficulties and see how improvement, financial or 
otherwise, can be effected, Freedom from worry and anxiety 
are essential during the training period so that the patient can 
concentrate on his new life and rehabilitation. 

* * * 
What are the nurse’s duties from admission to discharge for a 
small child having a ‘squint’ operation? 
On admission 

The parent or guardian is interviewed. A complete 
history of the child is obtained particularly knowledge of eye 
defects on either side of the family. An attempt to gain the 
fullest confidence of the parents is made in order to create an 
atmosphere of confidence. Particular details are further dis- 
cussed and consent forms for administration of anaesthetic 
and operation are signed. The day of operation is made known, 
also details about telephone inquiries and visiting hours are 
given. 

In the ward 

Investigations and cultures having been taken before 
admission, the child is admitted to the ward usually 24 hours 
before the operation. The main task of the nurse is to help 
the child to fit into his new environment, and the problem is 
frequently solved by children already in the ward, each child 
having an amazing interest in any newcomer. Further duties 
will include: 

(1) dressing the child in hospital garments and combing 

and examination of head; 

(2) taking the child to and from the orthoptic depart- 
ment and remaining with him during the surgeon’s 
and physician’s examination in the ward; 

(3) routine meals, bathing and potting where the child is 
under five years of age; four-hourly recordings of 
temperature, pulse and respiration. A light aperient 
may be given when ordered. 
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Day of operation 


If the operation is to take-place before 12 noon no foo 


is given except for a light breakfast at 6 a.m., but a biscuit 
and a sweetened milk drink is permissible before 10 o'clock 
should the operation be arranged for the afternoon. The child 


is bathed, hair combed, and later he is dressed in the required | 


gown and operation socks by the nurse. All premedicatigg 
drugs ordered are given.and the time and amounts are ch 
meticulously. The child is carefully wrapped in a blanket ang 
accompanied to the theatre where all the consent f 
headboards and charts are handed to the sister by the nurge, 


On return to ward 

The nurse will stay with the child until he has fy 
recovered from the anaesthetic, when a small glucose dri 
may be given. It is likely that having been made comfortable, 
the child will immediately fall asleep again. 


Local eye care . 

This will consist of the meticulous carrying out of all the 
surgeon’s wishes and will include dressings, instillation of 
drops and removal of sutures. Before any treatments are 
carried out, the child will be carefully wrapped in a blanket 


if he is very young or unco-operative. Two nurses will at all. 


times be essential during treatments. 


General nursing care 

Routine morning and evening baths, combing of hair, 
care of teeth, regular meals, potting and taking of temperature, 
pulse and respiration; observation of bowel movement and 
treatment if required ; careful observation of the child playing 
in the ward and perpetual attempts to keep him contented and 
happy in a serene atmosphere. 


On discharge 
The advice given to parents will include: 
(1) the use of further drops if ordered and attendance 
as an outpatient; / 
(2) instructions regarding reading, according to the 
surgeon’s wishes, and looking at television occasion- 
ally from the back of the room, : 


Nurse Registration in British Columbia 





We ave glad to publish the following 
letter from the executive secretary of the 
Registered Nurses’ Association of British 
Columbia. 

This has been sent to us as a result of 
correspondence (following a_ leading 
article entitled ‘Passport to the World’) 
in which contributors commented on their 
personal experience when seeking to work 
in other countries. 

We would welcome further correspon- 
dence on this subject. The exchange of 
nurses is an important international 
opportunity which can result in good or 
all for the profession as well as the in- 
dividual,—EDIToR. 





MADaM, 

The Committee on Registration of the 
Registered Nurses’ Association of British 
Columbia read with concern the letter pub- 
lished in the August 30 issue of Nursing 
Times under the title ‘Registration Abroad’. 
Because of inaccuracies and mis-statements 
contained in it, the committee felt that it 
would be helpful for nurses intending to 
come to this province to have some general 
information about nursing in British 
Columbia and about registration require- 
ments and procedure. 

We would first point out that in each 
country the content of the basic nursing 
curriculum is planned in relation to the 


general pattern of health services of the 
particular country and that requirements 
for registration are established in relation to 
this pattern. A certificate of registration 
issued in one country may mean something 
quite different from one issued in another 
country. For example: a certificate of 
registration issued in most Commonwealth 
countries does not assure that the holder of 
the certificate has had an obstetric nursing 
course. 

In at least one of the Commonwealth 
countries such a certificate does not give 
assurance of preparation for paediatric nurs- 
ing. In at least one European country, a 
certificate of registration does not assure 
operating room (theatre) training. Employ- 
ers of nurses in these countries know, in 
general terms, the content of the basic 
nursing course. In British Columbia, em- 
ployers accept a certificate of registration 
issued in this province as evidence that the 
holder of the certificate has had basic train- 
ing in all clinical services except psychiatry, 
and in addition has had a basic course in 
diet therapy, including the actual planning 
and preparation of therapeutic diets and the 
teaching of patients. 

The Province of British Columbia covers 
a very large territory (some 366,000 square 
miles) with more than 50 per cent. of the 
population resident in a narrow strip along 
the southern border. Hospital services vary 
from those provided by large urban hospitals 
to those of very small public hospitals and 
Red Cross Outpost hospitals. These differ- 
ences in size are shown by the following 


statistics: 

23 hospitals have less than 20 beds 

38 hospitals have between 20 and 50 beds 

17 hospitals have between 50 and 100 beds 

16 hospitals have between 100 and 200 beds 
6 hospitals have between 200 and 500 beds 
4 hospitals have more than 500 beds 


Public health services show equal variance 
ranging from the public health service in our 
largest city which employs 135 public health 
nurses to the provincial government health 
services in which one nurse may serve & 
very large territory. 

Nursing education programmes in British 
Columbia are planned in relation to: 

the nursing needs of this province (the 

primary consideration) ; 

the need for assuring that graduates of 

these programmes may be accepted for 
post-basic courses in nursing; 

the requirements for registration in 

several countries to which many B.C. 
nurses tend to go. 

Programmes leading to registration are 
open only to students who have the standing 
in general education which will admit them 
to post-basic university courses in nursing. 
These programmes provide courses iM 
medical, surgical, paediatric, obstetric, 
tuberculosis and operating room nursing 
and in diet therapy; for each of these courses 
certain minimum standards (of instruction 
and experience) have been established. Re- 
quirements for registration are based on 
these standards. 


In order to qualify for registration, gradu- 
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of B.C, schools of nursing, in addition 
‘writing the registration examination, are 
, to have submitted official tran- 
of their high school and nursing 
courses. ese are evaluated in 
to minimum standards and a perm- 
anent record of this evaluation is maintain- 
Nurses coming to the province from 
other Canadian provinces and from other 
countries also are required to submit general 
education and nursing transcripts for evalu- 
ation and in addition must submit evidence 
of registration. 
From the foregoing it will be noted that 
requirements and procedure are the same 
for nurses graduating from B.C. schools and 
for nurses from other parts of Canada and 
from other countries. Nurses whose 
credentials meet minimum requirements 
may be granted registration without exam- 
ination. Nurses whose credentials do not 
ive evidence of clinical courses, hours of 
ction or academic standing as required 
for registration in this Province may qualify 
w taking courses and/or by examination. 
lurses who submit credentials well in ad- 
yance of the time of intended arrival either 
are assured of their eligibility for registra- 
tion or know what they must do in order to 
ify. It is the nurse who has not protect- 
ed herself in this way who on arrival en- 
counters difficulty in finding the kind of 
position she wishes to have in the place 
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where she wants to be. 
For the past 10 years, the number of new 
i ts from outside the province has 
exceeded the number graduating from B.C. 
schools of nursing. New registrants in 1957 
represent schools of nursing in the following 
provinces and countries: 


British Columbia : 395 
Other Canadian Provinces 436 
Australia es rae 10 
Denmark... see vas VE § 
England and Wales 65 
Holland ... wae eu. at 6 
Germany Ape ? a 3 
New Zealand .... aia oie 5 
Norway ... fa my oe 3 
Scotland ... ies eae te 10 
South Africa... re ey 1 
Sweden ... aoe Bae ae 1 
United States... fe si 13 
Northern Ireland sak 1 


Nurses from many countries are working 
together in large and small hospitals and in 
rural and urban health services. British 
Columbia has much to offer to nurses who 
are prepared to ‘adjust to conditions and 
practices which may be somewhat different 
from conditions and practices in their own 
country. 

AticE L. WRIGHT, R.N., 
Executive Secretary, 
Registered Nurses’ Association 
of British Columbia. 


COUNCIL OF NURSES OF GREAT 


BRITAIN AND NORTHERN IRELAND 


OPHTHALMIC STUDY COURSE 


E National Council of Nurses of Great 
Britain and Northern Ireland in con- 
junction with the Ophthalmic Nurses’ 
Association is sponsoring an ophthalmic 
study course at Wolverhampton, Staffs., 
from May 11-17. The cost is £12, including 
residence, maintenance and coaches for 
lectures and visits. Registration fee {1. 
Full details from the National Council at 
17, Portland Place, London, W.1. The 
programme includes the following items. 


Monday, May 12 

9.30 am. Tveatment of Glaucoma, by 
Mr. H. Campbell Orr, M.B., CH.B., 
F.R.F.P.S. 

lla.m. Uveitis, Symptoms, Signs, Investi- 
ations and Treatment, by Mr. A. 

ynn Green, L.R.C.P., L.R.C.S., D.O.M.S., 
L.R.F.P.S, 

2.30 p.m. The Problems of the Intra-ocular 
Foreign Body, by Dr. A. P. Booth, 
D.M.R.E., consultant radiologist. 

3.30 p.m. Diabetes in Relation to Eye 
Diseases, by Dr. P. A. Thorn, M.D., 
M.R.C.P., D.C.H. 


Tuesday, May 13 

9.30 a.m. Ophthalmology with and without 
Tears, by Mr. A. H. Hirtenstein, m.D., 
F.R.C.S., D.O., D.O.M.S. 

10.30 a.m. Investigation for Eye Diseases, 
by Dr. E. J. Blair, M.D., B.S.,‘M.R.C.P. 

8 p.m. Modern Trends in Ophthalmic 
Nursing, by Miss M. P. Jones, s.R.N., 
0.N.D., matron, Wolverhampton and 
Midland Counties Eye Infirmary. 

6.30 p.m. Visit to the Royal National 
Institute for the Blind at Condover Hall. 


Wednesday, May 14 
Visits to Birmingham and Midland Eye 
Hospital; Midland Centre for Neurosurgery; 
Burcot Grange Treatment Annexe; and 
Memorial Theatre, Stratford-upon-Avon. 


May 15 
Normal College for 


Thursday, 
Visits to the Royal 


the Blind at Albrighton Hall and Rowton 
Castle (senior boys branch for music, piano- 
tuning, shorthand and typing) ; Shrewsbury 
Eye Hospital; picnic supper at Church 
Stretton or Wenlock Edge. 


Friday, May 16 

ll a.m. Medical Aspects in Relation to Eye 
Diseases, by Dr. J. V. S. A. Davies, M.B., 
B.M., B.CH., M.R.C.P. 

12 noon. Orthoptic Treatment, by Miss 
Humphries, D.B.o. 

2p.m. The Investigation and Interpretation 
of Visual Field Defects, by Mr. Cameron, 
F.R.C.S. 

Saturday, May 17 

9.45 a.m. Nursing Care of the Blind in 
General, by Miss Evans, S.R.N., S.C.M., 
0.N.D., sister tutor. 

10.15 a.m. The Surgical Pathology of the 
Eye, by Mr. J. Lindley-Stewart Smith, 
M.R.C.S., L.R.C.P., D.O.M.S., consultant 
pathologist. 

7.30 p.m. Cocktail party. 

8.30 p.m. Farewell dance with buffet 
supper. 


REHABILITATION COURSE 


EHABILITATION, and its industrial 
and social implications, is to be the sub- 
ject of a three-day course and conference, 
organized by the British Council for Re- 
habilitation in conjunction with Aberdeen 
University, to be held on Tuesday, Wednes- 
day and Thursday, March 25, 26 and 27. 
Among the principal lecturers will be Sir 
Hugh Griffiths, the Earl of Verulam, Dr. I. 
A. MacQueen, Dr. A. A. Eagger, Dr. J. M. 
Wallis, Miss D. J. Lamont, Dr. L. A. Wilson, 
Dr. I. M. Richardson and Mrs. M. Bell. 
Applications, with fees, should be sent as 
soon as possible to the General Secretary, 
British Council for Rehabilitation, Tavistock 
House South, Tavistock Square, London, 
W.C.1. Course fee, £2 2s. 
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bi Parliament 


Waiting lists comparison: with 
previous years; vegion by region 


RS. Hill (Manchester, Wythenshawe) 

asked the Minister of Health on 
January 28 how the waiting list of patients 
at the end of 1956 compared with the 
waiting list during all the previous years of 
the National Health Service. 

Mr. Walker-Smith.—At the end of 1956 
the number of patients awaiting admission 
to hospital was 431,000, the lowest number 
recorded since the beginning of the health 
service. Figures for the period 1949 to 1956 
are as follows. 

Number of patients awaiting 
admission at December 31 


Thousands 

1949 498 
1950 531 
1951 504 
1952 500 
1953 526 
1954 474 
1955 455 

31 


1956 oe 4 

Sir Frank Medlicott (Norfolk Central) 
asked for the figures, region by region. 

Mr. Thompson, Parliamentary Secretary, 
replied.—There were 434,000 awaiting 
admission at the end of September 1957. 
The waiting lists in teaching and non- 
teaching hospitals in England and Wales 
on the same date were: 


Number 

of persons 

Total: England and Wales ... 434,437 

Hospital region 

Newcastle ... xe ai 28,282 
Leeds sus se 20,061 
Sheffield ian 51,960 
E. Anglian ... ed 12,977 
N.W. Metropolitan 36,447 
N.E. Metropolitan 26,583 
S.E. Metropolitan ... 30,089 
S.W. Metropolitan... bey 39,771 
Oxford spe “He cas 17,041 
South Western eh 28,735 
Welsh aia 30,547 
Birmingham 41,063 
Manchester 56,734 
Liverpool 14,147 


Obituary 


Miss M. Chatterton 


We regret to announce the death, at 
University College. Hospital, London, after 
a short illness, of Miss Minnie Chatterton. 
Miss Chatterton trained at the West Derby 
Union Infirmary and Walton Hospital, 
Liverpool. She was a staff nurse at The 
Middlesex Hospital, and afterwards served 
as a health visitor in Poplar, London, E. 
During the war Miss Chatterton became an 
industrial nurse and will be remembered 
with admiration and affection by many 
colleagues, friends and industrial nursing 
students who knew her when she was sister 
in-charge of the Cray Valley Industrial 
Association Clinic at St. Mary Cray, to 
which she was appointed at its inception in 
1942 and for which she planned the accom- 
modation, equipment and routine in con- 
sultation with the Clinic Council of the 
Association. In 1953 she left St. Mary Cray 
to become manager of Creswell House, 
Cadogan Place, S.W.1, a residential club for 
elderly people established by the Over Fifty 
Housing Association, where she remained 
until her last illness. 
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BUYING 
A HOUSE 


by MARY VAUGHAN 


house till retirement looms ahead— 

but launching a nursing or old 
people’s home, investing wealth newly 
acquired by legacy, gift or fruitful Premium 
Bond, or putting savings to working use, 
may all be reasons for a sudden interest in 
the property market. Buying a house can 
be a very tricky business and a novice at 
the game does not even know what snags 
to guard against unless she studies the 
matter for some time before plunging. 

The first question is—where is the house 
to be? There may, for various reasons, be 
no choice about this but, if there is, it is an 
excellent idea to subscribe to local papers 
and study the market. 

Beware of house agents’ literature! What 
you would describe as ‘Tiny, shabby bath- 
room with scruffy bath and neglected 
lavatory’ he visualizes as ‘Modern bathroom 
with roll-edge porcelain bath and low-suite 
closet’. No perjury is involved. It is not, 
historically speaking, an antique, having 
been lightly tacked on to the main structure 
50 years ago by a crazy speculative builder. 
The bath, under its layers of grime, may 
well be of porcelain and, undoubtedly, its 
edges are queerly curved. As to the other 
plumber’s delight, the structural description 
is correct, although you cannot attach to it 
the mystic value which the agent apparently 
does. 


Mee NURSES don’t think of buying a 


‘Built-in’ 

Another of his fanciful descriptions is 
‘built-in fireplaces’. You accept this as one 
of the many amenities he has to offer, until 
you stop and inquire ‘Why not built-in?’ 
and wonder if the other ‘properties’ and 
‘residences’ on his list are heated by a camp 
fire in the centre of the sitting-room floor, 
discharging its smoke through a hole in the 
ceiling. 

‘Built-in’ is an adjective you come to 
regard with caution. A built-in cupboard 
is sometimes a collection of unsteady spars 
poised across an alcove, and many other 
built-in features are not favourable adver- 
tisements for their designers. 

You will probably disagree more violently 
about adjectives than nouns. ‘Spacious’ 
and ‘roomy’ are words to consider sus- 
piciously if you really want space and room. 
Some of the places thus described would 
give claustrophobia to a dwarf, and not 
even a Manx cat could be swung in them. 

Another puzzler is ‘well-appointed’, which 
vou might expect to mean ‘well-equipped’. 
The equipment consists of one ceiling, one 
floor, four walls (one with built-in window) 
and the fireplace previously referred to; 
this seems rather minimal and nothing to 
boast of. 

‘Extensive views over garden’ means that 
you can see all three square yards of it after 
cleaning the opaque windows. The garden 


‘ 


is the place where 
this lyrical writer 
gives himself most 
poetic licence. If he 
raves about ‘a short 
entrance drive’, you 
will know that he 
never spoke a truer 
word ‘than ‘short’, 
and you are right in 
assuming that you 
could drive nothing 
larger than a mouse 
down it. The gardens 
are often ‘delightfully 
disposed’—thisseems 
to mean that they 
are kept out of doors, 
though most of them 
could easily be tucked 
in the corner of one 
room without cluttering the place up. They 
are often ‘matured’ which probably means 
‘lying fallow’. What the difference is 
between ‘an ornamental lawn’ and, an 
unadjectival strip of grass is anyone’s guess. 
A ‘rockery’ is where the builders chucked 
their redundant bricks. 

You may wonder why so many houses are 
labelled ‘architect-designed’ which, in your 
pre-househunting ignorance, you thought 
all houses had to be. But obviously potato- 
pickers, zip-fastener designers, fish-gutters 
and other skilled trades are also in on this 
game, part-time. 

How does a ‘light’ kitchen differ from its 
presumable counterpart, the heavy kitchen? 
Does the latter lack windows and have to 
be slaved in by torch-light or sense of touch? 


Truth is Many-sided 


My favourite house agent is the one whose 
advertisements in the higher-browed papers 
read something like this: 

“Filthy old tenement in seedy outskirts. 
Four tiny bedrooms; large, windswept 
dining-room and sitting-room. Kitchen and 
bathroom urgently need renovation and 
repair. Cat-haunted garden. Would 
probably take £3,000.” 

A ‘normal’ agent would write: 

“Dignified pre-war residence in quiet, 
residential suburb. Four compact rooms; 
spacious dining-room and lounge. Domestic 
offices ideally suited for modernization. 
Easily kept garden. A bargain at £4,000.” 

So, once you have immunized yourself to 
sales talk, add up all the factors involved 
and decide on your district. For instance, 
you can buy a large stone-built house in 
good order in Glasgow for £1,500 upwards— 
a flat will cost even less. The very least a 
similar house would cost you in Wimbledon 
is £5,000. 

A large, old (which need not mean de- 
crepit) house often costs proportionately far 
less than a modern semi-detached house 
which, with due respect to modern builders, 
may be far less well-constructed, and of 
course will bring in a much smaller income 
if it is being used as a nursing home or to 
sub-let. 


Investigate First 


If you are not familiar with the district 
decided on, make all the investigations you 
can about the neighbourhood. Retired 
ladies might not enjoy living next to a 
rowdy dance hall; and a high-class nursing 
home might not flourish, in however 
attractive a district, if it backed on to a 
school playground. 

Purchase price is not the only figure to be 
considered when buying a house. Rateable 
values and rates must be studied. A large 
house with a rateable value of £75 in a 
district where rates are 14s. in the pound 
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will cost you less annually than a smaller 


house with a rateable value of £60 where the 


rates are 28s. 

If the house is in England, it may be 
freehold—yours forever, or leasehold 
yours for a certain length of time. If 
are considering a leasehold house whoge 
lease will expire within your presumptive 
lifetime, ask your solicitor to investigate 
possibilities of having it extended—it may 
cost you no more. There is no leasehold in 
Scotland. A thing called “feu duty’ may 
seem like a ground rent but, once you have 
bought the house, it is yours for ever. 

This is perhaps the place to say that, 
since you must have a solicitor to deal with 
the actual purchase of the house—there are 
all sorts of deeds and documents involved 
which only a lawyer can deal with—the time 
to engage him is now. Leave him to make 
the actual offer, of probably considerably 
less than the reserve price, or you may land 
yourself in fearful trouble. If you do not 
know a solicitor in the district, ask your 
minister of religion. Some people try to 
economize by not engaging a solicitor early 
enough and find they would have saved 
far more if they hadn’t been so cautious, 


Have it Surveyed 


Another false economy is doing without 
a surveyor. Your solicitor will probably 
want to insert the words ‘subject to survey’ 
in your offer and you should take his advice, 
He can probably recommend you to a 
surveyor—whose charges, like his own, are 
fixed. The price of a survey varies according 
to what you want. I would suggest that you 
ask the solicitor to make it clear that you do 
not want to be told such things as that the 
wallpaper is dirty—which you can see for 
yourself—but that such things as dry rot, 
wood worm infestation, subsidence and 
structural damage might be investigated. 
About 10 guineas would cover a report on 
snags likely to cause major expense later on, 

If the house is to serve as a home of some 
kind, your solicitor will know about neces- 
sary permissions to be obtained and may 
well save you from buying a house and 
finding yourself unable to use it for its 
intended purpose. 


Raising the Money 


As you are unlikely to have enough 
money to pay .the entire purchase price 
unaided, your solicitor will also advise on 
how to raise the balance. A_ building 
society may be the answer, or, if you intend 
sub-dividing and sub-letting, there is a 
very useful conversion grant available from 
many local authorities. If you hold 
insurance policies, you will find that your 
insurance agent can suggest a very useful 
way of raising funds. 

These are only some of the points to note 
when considering house purchase. By the 
time you have become a property owner, 
you will probably feel qualified to write 4 
book on the subject. Let’s hope it will be 
one with a happy ending. 


THE HANDICAPPED IN 
EAST AFRICA 

The World Rehabilitation Fund has givet 
a grant to investigate, on behalf of the 
International Society for the Welfare of 
Cripples, the medical and social facilities 
for the care of the handicapped in East 
Africa to Miss M. J. Neilson, secretary of the 
Chartered Society of Physiotherapy, 
hon. secretary of the World Confederation 
for Physical Therapy. Miss Neilson leaves 
London on February 18, and expects to 
be away two months. 
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| Flizabeth Pearson 
Investigates a New 
‘Get Together’ 
Scheme for Young 
- Professional 
People of both 


Sexes 


The 
COFFEE 
CLUBS 


PRINGING UP IN LONDON, and 
Gn a number of other towns, 

the Coffee Pot Clubs repre- 
sent a comparatively new and 
very successful venture in ‘get 
together’ social gatherings for 
young professional people—par- 
ticularly valuable for those who are just 
starting on their first job in a strange town. 
Expenses are very moderate (subscription 
about £2 per annum), for the main feature 
isa weekly ‘at home’ at the Club’s head- 
quarters—with just coffee and conversation, 
and perhaps a short talk by a guest speaker. 
This gives an ideal opportunity of making 
friends for young people embarking on a 
career and perhaps feeling the lack of the 
congenial companionship they enjoyed as 
students at university or training school. 

Coffee Pots are mixed clubs, open to those 
between the ages of 19 to 30, and the aim 
is to keep the sexes equally balanced, and 
this has not been found difficult because 
ever since the first Coffee Pot Club was open- 
ed in London there has been a remarkable 
tesponse. So much so that a new Blooms- 
bury Coffee Pot Club (with headquarters at 
the Y.W.C.A. Central Club in Great Russell 
Street, W.C.1) has just been inaugurated, 
to accommodate some from waiting lists and 
to welcome new members. 


Dr. 


Variety of Activities 

Although the Coffee Pot Clubs do not 
offer an organized programme of activities, 
Many projects do, in fact, spontaneously 
Start on the initiative of members them- 
selves, There is the Prowlers’ Club, formed 
by a group interested in exploring the lesser 
known interesting parts of London; Scottish 
dancing is popular, and a weekend rambling 
ub started when a member put a notice 


POT 


Above: the inaugural 
‘at home’ of the new 
Bloomsbury 
Pot Club. 
cluster vound infor- 
mally, sitting or 
standing... 
.. . and (right) from 
the back of a sofa, 
Glyn Danvel, 
well-known archeolo- 
gist on Television, 
delivers a witty 
inaugural address. 















Coffee 
Members 


on the board: ‘‘Anyone interested in hiking? 
If so, meet me under the clock, Victoria 
Station, 10 a.m. Sunday.” A small group 
duly turned up and this was the nucleus of 
a now well-established rambling club. 

About 60 different careers are represented 
in the Coffee Pot membership including 
doctors, barristers, solicitors, librarians, 
accountants, bacteriologists, nurses, occu- 
pational therapists, speech therapists, per- 
sonnel managers, naval draughtsmen, dress 
designers—an orthoptist and a policewoman. 

Students are not eligible for membership 
(it is felt they seldom suffer from lack of 


ob e  Pattyp Game. 6:0 0 


: Buy as many different newspapers 
* as there are guests (morning or 
* evening, local or national papers). 
e Take all papers apart and spread 
e _ the sheets in wild confusion about 
« the room—on chairs, couches, on 

shelves, tossed on the floor. List the 
* — titles of the newspapers and cut the 
* list into strips; fold over and put 
¢  inahator box. As each guest enters 
e the door he picks a folded strip 
e which gives him the name of the 
. paper he must ‘collect’. The first 

person to gather together all the 
* pages of The Sunday Splash or 
* The Daily Horror, place them right 
¢ way up and in the right order, has 
e won. If the party is a large one, 
e guests can take partners and ‘hunt 
.  incouples’—and you might suitably 
. announce the game as Fleet Street! 
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STUDENTS’ 
SPECIAL 
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but the Coffee Pot’s 
founder, Mrs. H. D. R. P. Lindsay, PH.p., 
a distinguished and much-travelled his- 
torian and lecturer at Cambridge, has pin- 


companionship), 


pointed a very real need. There are 
numerous young professional men and 
women whose daily work does not bring 
them in contact with congenial people of 
similar interests and intellectual back- 
ground; such young people can miss badly 
the stimulating talk, debates and dis- 
cussions, the sharing of interests and 
recreation with those of their own age group 
which are one of the happiest features of 
any type of academic training. This might 
well apply to public health nurses or nurses 
entering industry—although young hospital 
nurses do belong to the Coffee Pot Clubs too; 
indeed one or two very enthusiastic mem- 
bers come from a big London teaching 
hospital. 

With the addition of the new Bloomsbury 
club, there are now three Coffee Pot Clubs 
in London (one of them is actually called 
the Samovar Club) and Coffee Pots are also 
established in the following towns: Altrin- 
cham, Birmingham, Bristol, Cambridge, 
Cheltenham, Edinburgh, Exeter, Harlow 
(Essex), Leicester, Middlesbrough, New- 
castle, Plymouth, Rotherham and Wolver- 
hampton. Any qualified nurses up to the 
age of 30, who are interested, should write 
for particulars to: The Secretary, National 
Coffee Pot Committee, 108, Baker Street, 
London, W.1. 
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HERE WAS A TIME when boiled 
| sweets boasted they were made of 
pure cane sugar; none of that 
nasty cheap glucose. These days, 
glucose is just too good for you. In 
fact, all the carbohydrate you eat, 
buns, bread, breakfast foods and 
butterscotch, is slowly turned by your 
digestive juices into glucose and as such 
is absorbed into the blood. Absorption 
just about keeps pace with digestion, so if 
you ate a pound of glucose straight off, you 
couldn’t assimilate it, and would probably 
be sick. Glucose has two uses in medicine: to 
feed to the patient whose tummy is so upset 
she can’t digest anything, and to give 
intravenously when you want to get carbo- 
hydrate straight into the bloodstream. 
Incidentally, glucose is also called dextrose. 
Most medical things have at least two 
names, just to make it difficult. 

When the glucose in the blood reaches the 
liver it is turned into glycogen and stored. 
When wanted, it is turned back into glucose 
and released into the bloodstream. It is 
our chief source of energy: When muscles 
work, they use glucose plus oxygen as fuel, 
use the energy released, and throw away 
the carbon dioxide and water formed by the 
reaction, to be got rid of by lungs and 
kidneys. 

But there is always a catch. The liver 
can’t store glycogen, and the muscles can’t 
use glucose, unless there is present a 
hormone called insulin, which in normal 
people is continually being produced by the 
pancreas, an organ which lives behind the 
stomach and is known to butchers as the 
sweetbread. 

When people have diabetes, their pancreas 
has gone on strike and isn’t making any 
insulin. Or hardly any. 

As the glucose in the blood cannot be 
used, it collects there. Some gets away in 
the urine, accompanied by considerable 
quantities of water. So a diabetic patient 
passes a lot of urine, and gets very thirsty 
to make up the loss. As the tissues can’t 
use glucose, they try to use fat as a fuel 
instead, and the patient begins to lose 
weight. 

So the symptoms of diabetes are thirst, 
loss of weight, passing a lot of urine 
frequently. Test this urine and you will find 
it loaded with glucose. Test a few drops of 
blood, and it will be found to contain a lot 
more glucose than it should. Glycosuria + 
high blood sugar = diabetes. 

Well, you say, why not stop eating carbo- 
hydrate and eat fat instead? Be an Eskimo 
and live on blubber. Swallow lots of olive 
oil. Plenty of energy from that, and no high 
blood sugar. Wouldn’t it be nice? 





Ketosis 


Actually, this is just where the danger of 
diabetes comes in. Fat cannot be properly 
used by the body unless it uses glucose at 
the same time. The fat only gets half burnt 
up, and instead of being wafted away as 
carbon dioxide and water, ends up as 
beastly chemicals called ketones, which 
circulate in the blood and are highly 
poisonous. The patient has ketosis, feels 
awful, starts panting for breath, gets sleepy, 
goes into a coma and, if nothing is done, 
dies. There is another test that can be done 
on urine to look for ketones, and if it is 
positive, you have to look slippy and do 
something about it, quick. 

So a fat diet is out. But you can jump 
the queue and short-circuit all this trouble, 
by. just buying some insulin in a bottle and 
injecting it. You give the diabetic what he 


Weekly Pages of Particular Interest to Younger Members of the Profession 


DIABETES 


Continuing his Series on Medical subjects, 
Dr. WILLIAM EDWARDS writes, 


in his inimitable way, about Diabetes Mellitus— 


hasn’t got, his liver goes into action, his 
tissues are happy, and his fats properly 
burnt up. No trouble at all, 

Or is there? The blood is fussy about how 
much glucose it ought to have in circulation. 
Give too much insulin, get the blood-sugar 
too low, and the brain won’t get enough 
fuel—which it objects to very strongly. Too 
much insulin causes hypoglycaemia. At 
first the patient feels extremely hungry and 
very tired. He becomes anxious and excit- 
able, rather as if intoxicated, his hands 
shake. He flushes and sweats, and quite 
soon passes right out in a coma, as the 
nervous system, deprived of its nourish- 
ment, packs up. 

So a diabetic can become unconscious 
in two opposed ways: either by having no 
insulin at all—diabetic coma, or by having 
too much—hypoglycaemia coma. And, of 
course, if you first see him when he is 


DON’T FORGET— 
You can write to Dr. 
William Edwards if 
there is any special 
subject you would like 
him to write about in 

these pages— 









Address him c/o the 
‘ Nursing Times’ 
(the address is at 
the foot of the last 


page). 


1.4 





Nursing Times, February 14, 1958 7 


+ 


unconscious it is terribly important to 
know which it is. If you plump for 
diabetic coma, he obviously needs ip. 
sulin, you give him a shot, but it’s 
really hypoglycaemia and you lower 
the blood sugar still further and kil] 
the poor chap. But if you plump for 
hypoglycaemia, which in these days it 
probably is anyhow, what he needs 
quickly is some glucose in his blood, 
If he’s still able to swallow you can feed 
him syrup or lumps of sugar. If he’s flat 
out, one injects glucose intravenously, and 
he soon comes round, 


Sugar is Safe 


But’suppose you were wrong, and it was 
really diabetic coma, and you gave sugar? 
It wouldn’t matter a bit, because the 
trouble is not due to the high blood sugar 
directly, but to the ketones. So, when in 
doubt, always bung in the sugar, and you 
can’t go wrong. But don’t give insulin till 
at least you’ve tested the urine and found 
sugar there, and preferably done the blood- 
sugar too. If the urine shows sugar and 
ketones, then it’s a safe bet for diabetic 
coma, and insulin is the answer. 

Untreated diabetics can get other troubles 
besides ketosis. They can get a painful 
form of neuritis. They can get trouble 
with the optic nerve and go blind. They can 
get gangrene of the toes, so, even if they 
aren’t unconscious, they need proper treat- 
ment to keep well. 

The art in treating diabetes is to match 
up the amount of insulin injected with the 
amount of carbohydrate the patient is 
eating. This is called getting him balanced. 
In the normal person, insulin is being slowly 
produced all day and night, but you can’t 
administer insulin like that. It has to be 
given in one or two shots a day, which need 
matching up with meal-times. 

Of recent years long-acting insulins have 
been produced, such as protamine zinc 
insulin and lente insulin, which go on 
having a slow effect all day, and need but 
one daily injection. You will find that many 
patients are on these, but to calculate the 
dose you have to have a patient on a pretty 
regular diet. 

For patients who live irregular lives and 
go to banquets, the old dose before the meal 
is often the most satisfactory way. 


MEDICAL TERMS IN EVERYDAY USE 


Kocn’s Bacillus: WassERMANN’sS Re- 
action Test. The tubercle bacillus was 
discovered by RoBert Kocu (1843-1910). 
This great German bacteriologist began to 
get interested in this work when he was a 
general practitioner in Wolfstin and made 
some microscopic observations on anthrax. 
He was the first man to demonstrate that 
infectious diseases are caused by specific 
micro-organisms. During his lifetime he 
investigated diseases in many parts of the 
world, sleeping sickness in East Africa, 
rinderpest in South Africa, bubonic plague 
in India and malaria in Java. His reputa- 
tion was world-wide and a special Institute 
was built for him in his own country. In 
1905 he was awarded a Nobel Prize. 

Koch trained many bacteriologists, in- 
cluding AUGUST von WASSERMANN (1866- 
1925) who became director of the serum 
department at Koch’s Institute after 
studying in Strasbourg, Vienna and Berlin. 
He discovered his reaction test for syphilis 
in 1906. 


BricHt’s Dr1szaszE and Appison’s 
ANAEMIA. Your patient with nephritis will 
probably tell you he has Bright’s disease. 
The layman seems to prefer this name to one 
which sounds more frightening. RicHARD 
BriGHt (1789-1858), a Guy’s physician with 
a large practice in Bloomsbury Square, was 
born in Bristol the son of a_ banker. 
Before he wrote his description of nephritis 
people thought that dropsy was a disease in 
itself and not merely a symptom. At Guy’s 
Hospital two wards were given over to his 
patients so that he could study renal 
diseases. He had a reputation for being a 
kindly man, unlike his contemporary, 
THomas Appison (1793-1860), who was 
reserved, cold and haughty, dogmatic in his 
views, and delivered lectures with great 
eloquence. Addison was the first man to 
distinguish pernicious anaemia from other 
forms and also the first to describe the 
disease of the suprarenal capsules wl 
symptoms of wasting and bronzed skin. 
But his fame came mostly after his death. 
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h the to the very best advantage 


Medical history has already reserved a special place for 

“ ACHROMYCIN . tetracycline because of its impressive 
Oo on therapeutic potency and remarkably broad spectrum. Now, 
d but with the advent of Aciiromycin VY, the therapeutic merits of 
e the , tetracycline are turned to still greater advantage. Present- 
retty ing tetracycline in company with sodium metaphosphate, 
AcHRomycin V achieves swifter, more efficient, more com- 
meal plete absorption. .\s a result, the therapy becomes still more 
secure, without any increase in daily dosage or cost. Cust- 
omary adult dosage is a single capsule (250 mg.) four times 
daily—though this may safely be increased in unusually 







severe conditions. 


=| ACHROMYCIN: 


with TETRACYCLINE WITH SODIUM METAPHOSPHATE *REGD, TRADE MARK 


hritis . Each oral capsule contains ACHROMYCIN tetracycline 250 mg; Sodium 
ise in Metaphosphate, 380 mg. Bottles of 16, 100 and 1,000. AcHROMyYCIN V 
suy $s is also available as an orange-flavoured syrup containing in each 5 c.c. 
o his 125 mg. of tetracycline activity. Bottles of 2 and 16 fl. oz. 


a LEDERLE LABORATORIES DIVISION 


(yanamid OF GREAT BRITAIN LTD., London, WC.2 
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Absence of appetite, allied with physical weakness, presents a problem that can 
so often be solved by Lucozade. This sparkling glucose drink possesses great 
charm for the invalid palate—it is easily retained and readily assimilated, and 
thus can be of practical value in helping to maintain the level of the blood sugar. 


Lucozade requires no preparation. It is a lightly 
carbonated glucose solution with an attractive 
golden colour and a pleasant citrous flavour. 
The liquid glucose content is 23.5% w/v 

or about 21 calories for each fluid ounce. 


LUCOZADE 








They both do well 
on LIBBY’S milk 


WHAT A FINE INFANT FOOD! Libby’s is already safe and sterile 
as it comes from the tin. With Libby’s, the child’s formula is 
quickly made—and easily varied. 
Libby’s contains all the goodness of fresh cow’s milk. Yet the 
processing reduces curd particle size and—even more important 
—lowers curd tension. Thus Libby’s closely resembles human 
milk, and is easy to digest from birth onwards. 
AND WHAT A FINE FOOD FOR THE MOTHER! By using 
Libby’s recipes, she can enjoy a varied diet that 
gives her the extra calcium that she needs. 
Recipes, formulae and full information are in Libby’s 
booklet, “Infant Feeding with Evaporated Milk’’. 
Write for your copy today. 

Evaporated 


ful ) MILK |& 


‘Libby McNeill & Libby Led. Forum House, 15 & 16 Lime St., London, E.C.3. 






Full Cream 
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Public Health Section 


Public Health Section within the Glasgow 
Branch.— Correction of syllabus. The 
meeting on February 13 will be held at the 
Homoeopathic Hospital, 1,000 Great 
Western Road, Glasgow, C. The meéting 
on April 29 will be held in Block 15, Stobhill 
Hospital, Glasgow, N. 


Branch Notices 


Buckinghamshire Branch.—The 17th 
annual general meeting will be held at Stoke 
Mandeville Hospital, Aylesbury, on Satur- 
day, February 22, at 2.30 p.m. Miss M. C. 
Dyke, assistant matron at Stoke Mandeville 
Hospital, will give a talk on her visit to 
Denmark. 

Chesterfield Branch.—The annual general 
meeting will be held in the Nurses Training 
School, Chesterfield Royal Hospital, on 
Wednesday, February 19, at 6.30 p.m. Miss 
Warren, midland area organizer, will be 

mt. It is hoped as many members as 
possible will attend. 

Colchester and District Branch,—The 
annual general meeting will be held at 
Clacton and District Hospital, Freeland 
Road, Clacton-on-Sea, on Tuesday, February 
18, at 7 p.m., followed by a general meeting. 

Cumberland Branch.—The annual general 
meeting will be held at the Cumberland 
Infirmary, Carlisle, on Thursday, February 
27, at 7.30 p.m. Speaker: Miss Catherine M. 
Hall, general secretary of the College. It 
ishoped that there will be a good attendance. 

Edinburgh Branch.—The annual general 
meeting will be held at 44, Heriot Row, on 
Wednesday, February 19, at 7 p.m. After 
the meeting Mr. Forsyth Hardie will give a 
talk on The Projection of Scotland by Film. 

Stoke-on-Trent and District Branch.—The 
27th annual general meeting will be held at 
the Orthopaedic Hospital, Hartshill, on 
Tuesday, February 25, at 7 p.m. 

Truro and District Branch.—The annual 
general meeting will be held in the Recrea- 
tion Hut, Royal Cornwall Infirmary, Truro, 





‘Friday, April 11 


1.30 p.m. Registration, Washington 
Singer Laboratory, Exeter 

University. 
2p.m. BRANCHES STANDING CoM- 
: MJTTEE. Buffet tea (2s.3d.) 
7.30 p.m. Heception at the Rouge- 


mont Hotel, Exeter. Buffet 
supper, by invitation of 
Exeter Branch. 


Saturday, April 12 


9.30 a.m. . Coffee (9d.). 

10 a.m. BRANCHES STANDING CoM- 
MITTEE, second session, in 
the hall of the Washington 
Singer Laboratory. 

12.45 p.m. Lunch (12s. 6d.) at the 





FOUNDERS DAY CELEBRATION AND 
BRANCHES STANDING COMMITTEE MEETING 


EXETER, APRIL 11 and 12 


Rougemont Hotel, 


3 p.m. SERVICES in Exeter Cathe- 
dral and South Street 

Roman Catholi¢ Church. 

4.30 p.m, Tea at Royal Devon and 


Exeter Hospital, by invita- 
tion of matron and the 
management committee. 


Application forms are available 
from Miss M. Brown (hon. secre- 
tary, Exeter Branch), Teaching 
Department, Royal Devon and 
Exeter Hospital, Exeter, and 
must be returned before Febru- 
ary 28. Cheques and postal 
orders must be sent in advance 
and are payable to Hon. 
Treasurer, Exeter Branch, Royal 
College of Nursing. 








on Thursday, February 20, at 7.30 p.m. 
Speaker: Miss G. M. Godden,. 0.B.E., 
president of the College. 


ROYAL COLLEGE OF NURSING 
APPEAL 


for the Nation’s Fund for Nurses 


As our list this week consists mostly of 
regular donations it seems an appropriate 
time to thank our friends who send these 
gifts. Their help and interest are very much 
appreciated. We should also like to send a 
special word of thanks to S.R.N. Dalwood 
and $.R.N. Devon; we'cannot thank them 
personally because we do not know the 
names of these two good friends. We also 


PUBLIC HEALTH SECTION 


Selection and Training 


STUDY WEEKEND for public health 

nursing administrators and tutors, on 
Practical Aspects of Selection and Training 
of Public Health Staff, will be held at the 
Palace Hotel, Southport, on May 9 and 10. 
Chairman: Miss E. M. Wearn, S.R.N., S.C.M., 
H.V.CERT., chairman, Public Health Nursing 
Administrators’ Sub - committee; super- 
intendent of district nurses and non-medical 
supervisor of midwives, Lady Rayleigh 
Training Home, Essex. 


Friday, May 9 
7p.m. Dinner 
8 p.m. Inaugural address, by Miss Edna 
Jackson, 0.B.E., R.S.C.N., S.R.N., S.C.M., 
H.V.CERT., deputy chief nursing officer, 
Ministry of Health. 


Saturday, May 10 
9.30 a.m. Selection and Training for Admin- 
istration and Teaching, by Mr. E. F. L. 
Brech, B.A., B.SC.(ECON.), M.B.I.M., senior 
partner, Urwick Orr and Partners Ltd., 
{consulting specialists in organization and 
management). 


of Public Health Staff 


10.30 a,m. Break. 

10.45 a.m. Further Education, In-service 
Training and Refresher Courses, by 
Professor Fraser Brockington, M.A., M.D., 
D.P.H., professor of Social and Preventive 
Medicine, Manchester University. 

11.45-12.45. Group discussions. 

2 p.m. Selection and Training of Health 
Visitor Students, by Miss E. E. Wilkie, 
B.A., S.R.N., H.V.TUTOR CERT., tutor, 
Education Department, Royal College of 
Nursing. 

3 p.m. Group discussions. 

4-4.30 p.m. Tea. 

4.30-6 p.m. Group report and final sum- 
ming up. 

This study weekend is open to all those in 
public health nursing, administrative or 
teaching posts. Application forms are 
obtainable from the Secretary, Public 
Health Section, Royal College of Nursing, 
London, W.1. Fees: resident, £4 7s. 6d.; 
non-resident, £2 2s. Approval has been 
obtained from the Ministries of Health and 
Education for the recognition of this study 
course for the purposes of grant. 


thank Mrs, Gusterson and two anonymous 
donors for gifts. 


Contributions for week ending February 


Cc co eccos Sc coos co of 


Miss Es Brooker, Sarawak. For coal .. or f ry 
Alder Hey Children’s Hospital, Liverpool. 
Monthly donation rs 7 sa Gg 
/ ne pian Monthly donations, Dec., Jan., 
eb, .. aa es * 3 34 
\S.R.N. Devon. Monthly donation 1 
Gollege Member 19367 .. rips Be. a 10 
Anonymous , .. = we ‘s a 15 
Royal Berkshire Hospital, Reading, Monthly 
MM co aye ee Gea. IO 
Miss M, M. Murray: ‘In memory of Mrs. E. 
Mufray’ pS) ae aa aie ret an 
Former Health Visitor Student + Pe 10 
Sunderland General Hospital. Monthly donation 2 10 
Maidstone and Medway Toone Branch 5 5 
College Member 57439 .. Li ie ‘4 
Miss W. E. Steward. Monthly donations, Jan. 
and Feb. «% a ss 54g +5 10 
Royal National Hospital for Rheumatic 
Diseases +e we 


Total £23 8s. 6d. 
ee eat dele Sa E. F. INGLE, 
Secretary, Roya of Nursing Appeal for the 
Nation’s Fund for Nurses, la, Henrietta Place, Cavendish 
Square, London, W.1. : 





Royat CoLLEGE or NurRsING 
HEADQUARTERS, LONDON: 


Henrietta Place, Cavendish Sq., W.1 
EDINBURGH: 44, Heriot Row 
BELFAstT: 6, College Gardens 








Birmingham Public Health Section 


The annual meeting of the Public Health 
Section within the Birmingham and Three 
Counties Branch was held at Aston Manor 
District Nurses Home on February 6. 

Twenty-seven members were present 
for the business meeting. The secretary, 
Miss Bailey, stated that membership had 
increased to 96 members. The year’s activi- 
ties had included a jumble sale which raised 
£19 towards the Section funds; a visit to 
Highcroft Hall had interested all members 
of the public health team, and a lecture and 
demonstration by a beautician stimulated 
the humour and morale of the members. 

A gift of a typewriter from Miss Smith, 
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burden in the coming year. 

Miss Bailey presented Miss Webb with a 
bouquet of flowers to express the members’ 
appreciation. of her welcome to them and 
for the hospitality she had provided. 


Appointments 


Law Hospital, Carluke 

Miss ELIZABETH M. BALLANTYNE, R.G.N., 
R.F.N., has been appointed Matron, from 
April 1. Miss Ballantyne took sick children’s 
nursing at Gateside Hospital, Greenock, and 
general training at Ayr County Hospital. 
She has held posts, successively, as ward 
sister, assistant matron and matron at 
Coathill Hospital, Coatbridge, and is at 
resent deputy matron at Hairmyres 
Frospital, East Kilbride, Lanarkshire. 


South Shields General Hospital 

Miss Lit1an M. SEFTON, S.R.N., S.C.M., 
B.T.A., §S.T.DIP., D.N. (General Nursing) 
(LonD.) has been appointed PRINCIPAL 
SistER Tutor and took up the post on 
January 14. Miss Sefton trained at Leigh 
Infirmary, Lancs., and took her Midwifery 
Part 1 at Preston Royal Infirmary and 
Part 2 at Sharoe Green Hospital, Preston. 
She took the Sister Tutor Diploma at 
King’s College, London. After serving as 
staff nurse and ward sister at Leigh 
Infirmary, she became outpatient sister 
and sister tutor at John Gimpel Hanbury 
Hospital, and ‘ward sister at the Royal 
Liverpool Babies’ Hospital. Miss Sefton 
has since held sister tutor posts at Cleaver 
Hospital, Heswall, Clatterbridge Hospital, 
and Sefton General Hospital, Liverpool. 


superintendent of the Handsworth District 
Nurses Home, would lighten the secretary’s 


Anglo-American. Relations in 
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Practice—2 


RITISH AND AMERICAN nuises have 

an unparalleled opportunity to become 
better acquainted professionally at the 
present time. Many wives of American 
military personnel stationed in England 
under ‘N.A.T.O. commitments are pro- 
fessional nurses. Most American bases in 
England have at least clinic facilities so 
there are a few American military nurses 
at each base. 

Since American dependants are prohibi- 
ted by British law from working even 
voluntarily in British hospitals, how then 
can we make each other’s acquaintance? 
What are the benefits from knowing each 
other? 

First, are there any benefits derived from 
discussing each other’s problems and ways 
of doing things? There are two forms of 
benefit—personal, contributing to our own 
personal growth, and professionally stimu- 
lating to our nursing organizations. 

Overall, there are the following benefits. 

1. As professional people we are some- 
time extremely limited in our vision of the 
scope of nursing. Much too often our 
nursing world revolves around the institu- 
tion in which we are working. In seeing 
and talking with nurses from other lands, 
we realize that this profession of ours is 
world-wide and that our problems are 
similar. It is thrilling to realize that a nurse 
from a large American city and a nurse in a 


BIRMINGHAM CENTRE OF NURSING EDUCATION 


Refresher Course for Nurse Administrators in 


Mental and Mental 


NON-RESIDENTIAL refresher course 
for nurse administrators in mental and 
mental deficiency hospitals will be held at 
Birmingham Centre of Nursing Education, 
162, Hagley Road, Birmingham, from 
March 24-29. Inquiries should be made to 
the education officer. 
Monday, March 24 
2.30 p.m. Registration. 
3 sn Discipline, by Dr. H. Maddox, PH.D., 
lecturer in education, Birmingham Univer- 


sity. 

<a. Mental Hospitals of the Future, by 
Mr. Donald A. Goldfinch, F.R.1.B.A., 
F.R.S.H., architect to Birmingham Region- 
al Hospital Board. 

Tuesday, March 25 

9.30 a.m. The Meaning of Administration 
(1), by Mrs. N. M. Barnett, B.a., formerly 
warden tutor, Institute of Education, 
Birmingham University. 

11.15 a.m. Discussion groups. 

2.30 p.m. The Role of the Nurse in the full 
Occupation of the Patient, by Mr. E. J. 
Ely, S.R.N., R.M.N., mental nursing officer, 
Ministry of Health, London. 


Wednesday, March - 26 

9.30 a.m. The Meaning of Administration 
(2), by Mrs. Barnett. — 

11.15 a.m. Discussion groups. 

2 p.m. The Role of the Nurse in Patient 
Discussion Groups, by Dr. Arthur Pool, 
M.B., M.R.C.P., D.P.M., consultant psychia- 
trist, Oldham and District General 
Hospital; chairman, Mental Health Sub- 


Deficiency Hospitals 


committee, Manchester Regional Hospital 
Board. 

5 p.m. (For mental hospital staff) The Place 

of the Day Hospital and Outpatient Clinic 
in Psychiatric Treatment, by Dr. J. A. 
Harrington, M.B., D.P.M., consultant 
psychiatrist, All Saints Hospital, Bir- 
mingham. 
(For mental deficiency staff) Socialization 
of Mental Defectives in the Community— 
@ survey of. 20 years, by Mr. T. H. 
Middleton, chief inspector, Mental Health 
Services, Birmingham. 


Thursday, March 27 

9.30 a.m. The Meaning of Administration 
(3), by Mrs. Barnett. 

11.15 a.m. Discussion groups. 

2.30 p.m. Professional Organization for 
Nurses, by Miss O. F. Griffith, s.r.n., 
R.M.N., mental nursing officer, Ministry 
of Health, London. 

7 p.m. Theatre party (optional). 

Friday, March 28 

All-day visits to: (a) Monyhull Hall (resi- 
dential school and mental deficiency 
hospital); or (6) St. Matthew’s (mental) 
Hospital, Burntwood. 


Saturday, March 29 
9.30 a.m. Fimal disgussion—Mrs. Barnett 
and Dr. Maddox. 

Fees: {5 5s., payable before March 24 or 
on registration. Stenhers of the College who 
are responsible for their own fees are 
re tomey to get in touch with the education 
officer. 


small English village can speak profession. 
ally with common understanding. 

2. In discussing nursing with each other 
we clarify many misunderstandings we have 
about each other’s standards, education 
and practices. 

3. In the interchange of ideas we cay 
each select from the other what will improve 
our own situations, and work out new ideas, 

4. Some of the American nurses who 
have had good professional experience jp 
America could be used for programmes in 
your district meetings. 


Making the Effort 


How can the American nurse and British 
nurse meet each other? It takes effort on 
both sides. The American nurses them- 
selves can individually or as organized 
groups contact local hospitals and health 
agencies to get in touch with the British 
nurses, as has the nurses club at Wethety- 
field, Essex. Secondly, British nursing 
organizations could send an invitation to 
the base hospital to the military nurses 
and ask them in turn to pass on the invita- 
tion to nurses they know or, if the base 
has an organized club, to that group. 

At Wethersfield air force base, the 
author organized a nurses club of wives 
who were professional nurses and military 
nurses. The club has an active membership 
of about 15 American nurses. 

The purposes of the organization were to 
promote Anglo-American professional nurs- 
ing relationship, to be available for emer- 
gency nursing at the base and to keep up 
with current trends in nursing. 

‘ Our group has been most fortunate in 
having Miss Sylvia Smith, hon. secretary 
of the Chelmsford Branch, interested in us. 
She has attended many of our meetings 
and sends us announcements of College 
meetings which some of our members 
usually attend. Some of the places our 
club has visited are St. Thomas’ Hospital, 
St. Bartholomew’s Hospital, the Royal 
College of Nursing and the General Nursing 
Council headquarters, Natal Province 
Health Centre in London, ICN head- 
quarters, Broomfield Hospital and Chelms- 
ford and Essex Hospital. In all places we 
have been most graciously received. At the 
Base Hospital Nurses Home we have enter- 
tained the Chelmsford Branch of the Royal 
College of Nursing, and the North Eastern 
Metropolitan Sister Tutor Section. 

Seeing at first hand British nursing and 
institutions and making friends has been 
invaluable to me.’ It has made alive my 
study of the history of nursing and trends in 
nursing. I shall have many first-hand 
impressions to relate, which books cannot 
teach. I, as an American nurse in England, 
can say this opportunity to know you has 
increased my admiration of British nursing 
and nurses. 

Perhaps if British nursing organizations 
would invite the American nurses from 
local American bases to attend theif 
meetings, it would inspire the American 
nurses to organize clubs. [ believe it would 
be stimulating to both American nurses and 
British if each nursing organization located 
close to an American base would set up 4 
committee to contact the American nursés. 
It will require work, but the effort will be 
rewarding, as was the experiment in Essex. 

Vircinia KEYES, B.S., M.A: 
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Letters to the Editor 


The Mind of a Child 


MapaM.—Having worked in various cap- 
acities from student nurse to night super- 
intendent in children’s wards and children’s 

itals for some years, I read with 
interest the article by Mrs. Robertson and 
the ensuing correspondence. Following 
this, I noted that Mrs. Robertson was to 
on the B.B.C.’s Network Three on 

the same subject. 

I found it difficult to reconcile what I had 
read in the Nursing Times with what I 
heard on the radio. In the broadcast Jean 
was contrasted with a child admitted for 
tonsillectomy without her mother, and was 
described as having no emotional or psycho- 
logical difficulties during or after her stay 
in hospital, due, in the main, to having her 
mother with her throughout. In the article 
inthe Nursing Times Mrs. Robertson stated 
that behaviour abnormalities continued for 
20 weeks after Jean’s return home. 

Together, I believe, with all those deeply 
interested in the care of sick children, J] am 
anxious to learn what child psychologists 
have to teach, if this can help to a better 
understanding and care of our small patients. 
But when experience seems to be twisted 
and interpreted to fit existing psychological 
theories, and even used to prove two totally 

sing points, I feel they are of little value. 
“ own experience of children in hospital 
has amply proved to me the value and even 
the necessity of frequent visiting, and some- 
times of admitting mother and child to- 

er. I also feel that of all children coming 
into hospital those admitted for ‘cold’ 
surgery in the two-to-four age group suffer 
most: but I have yet to.be convinced that 
the great majority of children from normal 
homes suffer any great psychological trauma 
from a short stay in hospital. 

This experience is not based solely on 
children seen in hospital, whom one often 
sees only at infrequent intervals after their 
discharge, but on many children of friends 
seen frequently both before and after a 
period in hospital, and on the experiences 
of their parents. There will always be a 
small minority of children who cannot adapt 
to a period in hospital, and these must have 
our greatest skill and gentleness and the con- 
stant comfort of their mothers. To the 
others, after a joyful homecoming, hospital 
probably remains as a memory which forms 
part of the process of growing up. 

R. D. BENDALL, S.R.N., R.S.C.N. 


* * * 


Mrs, ROBERTSON WRITES: 

There is no inconsistency between the 
accounts given in the Nursing Times and 
on the B.B.C. In both I said explicitly that 
this was a well-managed hospitalization and 
that the outcome was good: 

On the B.B.C. 1 said ‘‘Jean made a re- 
markably quick recovery, and there were‘no 
after-effects of any consequence in her be- 
haviour. For some time afterwards she was 
a bit aggressive, and told me in no uncertain 
terms that she didn’t like injections, sore 
throats, or anaesthetics. I thought it quite 
Teasonable she should feel that way about 
things that hurt. For a few nights, too, she 
asked me to sit on her bed while she went to 

”» 


In the ‘ Nursing Times’ I said of the point 
weeks after the operation that “‘it 
seemed Jean had worked through her hos- 





pital experience. She looked well, ate and 
slept normally, Pe pia little of hospital, and 
showed no special anxieties. She had started 
nursery school for the first time and settled 
quickly and happily. Her increased con- 


fidence and independence of me was com- - 


mented on by our neighbours. .. This was 
a well-managed hospitalization, and the out- 
come was good; but it is clear from the 
record that the experience was fraught with 
anxiety for the child.” } 

Anxiety is appropriate to a stressful situa- 
tion, and few would deny that for a young 
child to be subjected to surgery and its 
attendant procedures and discomforts is 
such a situation. My account showed in un- 
familiar detail how one child worked through 
such an experience. But whereas in the few 
minutes allowed me on the B.B.C. I was able 
to give only a brief outline of the hospitaliza- 
tion and my assessment of the outcome, in 
the Nursing Times, with much more space 
at my disposal, I described not merely what 
happened but how it happened. 

As I pointed out in a letter published in 
the Nursing Times of January 17, the de- 
tail I was able to give of a young child work- 
ing through appropriate anxiety before, 
during and after an operation has been mis- 
understood by some readers to be an account 
of an unusual degree of disturbance. To 
master a stressful experience does not mean 
that one has not been upset in the process, 
nor that one cannot be reminded of it a long 
time afterwards and feel again some of the 
anxieties that were attached to it. 

Joyce ROBERTSON. 








Television Programmes 


B.B.C. Television presents . . . on 
Tuesday, February 18, the second pro- 
gramme in the series Your Life in 
Theiy Hands, when viewers will see 
some of the latest developments in the 
fight against cancer at the Christie 
Hospital and Holt Radium Institute, 
Manchester, where there is one of the 
biggest single pieces of apparatus in the 
country for the treatment of cancer by 
X-ray—the linear accelerator. 











Guide to Benefits 


You are affected by the new rates of 
National Insurance and Benefits com- 
ing into force between January 27 and 
February 12. A simple booklet giving full 
information, plainly set out, is issued this 
month by H.M.S.O., Everybody's Guide to 
National Insurance, price 6d. from any 
bookseller or National Insurance Offices. 


Practical Nursing, Northern Ireland 


In connection with the report published 
on January 31 that Belfast City Hospital 
was to introduce a two-year course for 
practical nurses, we are asked to state that 
Massereene Hospital, Antrim, in June 1953, 
was the first to open a: training school for 
assistant nurses in Northern Ireland. Since 
then three other schools have been opened 
at Bangor, Purdysburn and Omagh. 


Jessop Hospital, Sheffield 
We regret that Miss B. Blackstock’s 
appointment as assistant matron was in- 
correctly stated as matron in our issue of 
January 31. Miss M. J. Taylor, R.F.N., R.G.N., 
M.T.D., is, of course, matron of the Jessop 
Hospital for Women. 


STATE EXAMINATION QUESTIONS 


GENERAL NURSING COUNCIL FOR ENGLAND AND WALES 


Preliminary State Examination—Part 1 


Aitempt five questions only ; two from Section 
A, two from Section B, and one from either 
section. 


SECTION A.—ELEMENTARY ANATOMY AND 
PHYSIOLOGY 


1. Describe and compare the shoulder 
joint and hip joint. 

2. Describe the structure and function 
of the heart. 

3. Enumerate the main functions of the 
liver. Describe how: blood reaches the liver 
and returns to the general circulation. 

4. Give an account of the salivary glands. 
What are the functions of saliva? 


B.—PERSONAL AND COMMUNAL 
HEALTH 


5. Why is the house-fly a menace to 
health? What measures should be taken to 
minimize the dangers of this pest? 

6. Describe the measures that should be 
taken to ensure a supply of uncontaminated 
milk. 

7. What considerations should influence 
the choice of footwear in the following 
instances: (a) a mother buying shoes for her 
children; (b) a young woman who spends 
long hours on her feet? 

8, Discuss the importance of the following 
in the maintenance of health: (a) personal 
cleanliness; (b) recreation; (c) rest. 


SECTION 


PRINCIPLES AND PRACTICE OF NURSING 
(INCLUDING BACTERIOLOGY AND PRINCIPLES 
OF ASEPSIS AND FIRST AID) 


Attempt four questions only. 

1. Describe how you would care for the 
mouth of a patient who is very ill. What 
complications may develop if the mouth is 
neglected? 

2. How is a steam inhalation prepared 
and given to a patient? What measures 
should be taken to ensure the safety of the 
patient? 

3. Describe how you would take and 
record the temperature, pulse rate and 
respiration rate of a patient. ° 

4. Discuss the important points in the 
serving of meals to a bed-ridden patient. 

5. How would you deal with the following 
after use: (a) a rubber glove used for a rectal 
examination; (b) a clinical thermometer; 
(c) a hypodermic syringe and needle? 

6. What first aid treatment would you 
give in the following emergencies: (a) a 
woman who has been stung in the mouth by 
a wasp; (b) a child who has been bitten in 
the leg by a dog; (c) 4 housewife who has 
splashed a disinfectant fluid in her eye? 

7. How could the home environment of 
a child of five years affect his behaviour 
in hospital? 

The Board of Examiners by whom these papers were set 
és constituted as follows: G. A. KrLon, Esq., M.D., M.R.C.P., 
Miss E. W. M. Crarz, s.r.N., Miss K. A. B. Fowrer, 


$.R.N., R.S.C.N., Miss G. M, OLIVER, §.R.N., R.M.N., 
Miss D. OpLuUM, M.A., M.R.C.S., L.R.C.P,, D.P.M. 
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NORTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


North and West London, Bedfordshire and parts of Middlesex, Hertfordshire, Berkshire and Buckinghamshire 


Applications are invited for the following appointments which should be sent, te with details of 
rience and the names of two referees (or copies of two recent testimonials) 


e, geathetees, br 


THE MATRON O APPROP’ 


HOSPITAL, unless otherwise stated, from whom further details may be obtained. National salary scales apply. 





SISTER TUTORS 

Barnet Generali Hospital, Wellhouse 
Lane, Barnet, Herts. (Complete General 
Training School—461 es. OF 
non-res. Temporary post vacant shortly. 

Canadian Red Cross Memorial Hospital, 
Tapiow, Nr. Maidenhead (General—332 
beds). Resident. 

Harefield Hospital, Harefield, Uxbridge 
Middx. (Complete General Training Schoo 
me Training School for B.T.A. Certificate 

6 beds). Kes. or non-res. Required 
re pa Principal Tutor. Up-to-date 
teaching department. Study day system 
of training. 

is Edward Vii Hospital, es 

and Olid Windsor Units, Windsor, rks. 
(General—455 beds). Res. or 5 Tes. 
ualified. To assist Principal Sister 
utor. Block system of training. 
Mount Vernon Hospital, Northwood 
Middx. (551 beds). Resident. For Pupil 
Assistant Nurses. Hospital _ recently 
approved for this srotnios. in addition to 
the School for Student N 

8t. Charles’ Hospital Ladbroke Grove, 
W.10__(General_—576 beds). Res. oF 
ar res. Qualifi 

Watford and District Peace Memorial 
Hospital, Watford, Herts, (Nurse Training 
School. General Hospital—350 beds). 
Resident. Qualified 
years experience in teaching). 
four. Block system. 


NIGHT SUPERINTENDENT 

Bediord General Hospital (South Wing), 
Kempston Road, Bedford (206 beds). 
Res. or non-res. S.R.N., S.C.M. Complete 
Training School for Nurses. 


NIGHT SISTERS 
IN SOLE CHARGE 
Potters Bar and District + te 
Mutton Lane, Potters Bar, iddiese: 
(Acute—56 beds). Res. or non-res. 
Welwyn Garden City Maternity Hospital, 
Peartree Lane, W - Garden City 
(Part II Midwifery aining School— 
30 beds). S.R.N., S.C.M. Hospital is 
pleasantly situated in garden — suburb, 
half-an-hour from Central London. 


HOME SISTERS 
Albans City Hospital, Normandy 
Road, St. Albans (Complete General 
Training School for Nurses—384 beds). 
Applications to Matron giving full 
particulars. 

West Middiesex Hospital, “ape 
Middlesex (General—1,139 beds). Pre- 
ferabiy resident. Post offers excellent 
opportunity in Nursing Administration 
with office relief duties. 


ADMINISTRATIVE SISTERS 

Edgware Gereral Hospital, Edgware, 
Middiesex. (The Hospital is a modern 
one, is a general training school for 
male and female nurses and has a 60 bed 
Midwifery School for Part I Midwifery. 
It is pleasantly situated within easy 
reach of the centre of London—715 beds). 
Res. or ae tes. In charge of Domestic 
Staff. S.R.N. The post is suitable for 
someone wishing to gain experience in 
administrative duties. Applications in 
writing, stating age, ot and 
experience, with the names and addresses 
of two referees, to the Matron. 

Harefield Hospital, Harefield 
Middx. (General Training Sc 
Training School for B.T.A. Certificate— 
616 beds). Resident. To assist in 
Matron's office for six months commencing 
Ist May, 1958, with possibility § of 
upgrading. Candidates must have had 
good iO maar in a recognised training 
schoo 

Luton and Dunstable Hospital, 

Beds. (An Acute General Hospital with 
Training School for Nurses—306 beds). 
Res. or non-res. Temporary post, required 
immediately (or Ward Sister). 

Watford and District Peace Memorial 
Hospital, Watford, Herts. (General 
Hospital—208 beds). Resident. One of 
three. To be responsible for nurses’ health 
and the Central Linen Store. The post 
is very suitable for a first administrative 
appointment. 


(or one with some 
i One of 


tees, 





GENERAL NURSING APPOINTMENTS 


NIGHT prsceay 


Barnet General espital, Weillhouse 
Lane, Barnet, Herts. ine 16 beds), Res. or 
non-res. §.R.N. 


Bedford General Hospital (North Wing), 
Kimbolton Road, Bedford (Mainly Acute 
—230 beds). es. or non-res. Junior 
Night Sister. 


Edgware General Hospital, Edgware, 
Middlesex. (A large modern hospital 
with a comfortable Nurses’ Home situated 
in pleasant grounds within easy reach 
of the centre of London—715 beds). 
S.R.N. Applications to be made in 
writing to the Matron. 


Harefield Hospital, ,Harefield, Middx. 
(616 beds). Res. or non-res. For non- 
tuberculous Thoracic Surgical Unit which 
includes cardiac surgery. Five nights 
off duty per fortnight. 

Hillingdon Hospital, Uxbridge, Middx. 
(General—621 ). S.R.N. and prefer- 
ably Part I C.M.B., for General Wards. 


Mount Vernon Hospital, Northwood, 
Middx. (551 beds). Res. or non-res. 
Establishment, Superintendent and five 
Night Sisters. 

St. Albans City Hospital, Normandy 
Road, St. Albans (Complete General Train- 
ing School for Nurses—384 beds). 

St. Charlies’ Hospital, Ladbroke Grove 

, W.10 (General Hospital——576 
beds). Res. or non-res. 





THEATRE SISTERS 


Central Middlesex Wangieet, Park Royal, 
N.W.10 (721 beds). es. OF non-res. 
S.R.N., required for modern Theatre Unit. 


Northwood, Pinner and District Hospital, 

Middx (36 

or non-res. Names and 

addresses of two referees and giving full 
details to Matron. 


Hampton Wick and District 
Heapitat (Teddington, Middlesex (General 


—51 beds). 


Upton acl Slough, Bucks. 
(General—211 beds). Res, or non-res. 
JUNIOR. To work with Departmental 
Sister. 


West Middlesex 
Middlesex 
or non-res. 


Hospital, isieworth, 
(General—1,139 beds). Res. 


WARD SISTERS 


Abbots Langley Hospital, Nr. Watford, 
Herts. (Elderly patients, some with 
psychiatric disabilities). Res. or non-res. 
Mental nursing qualification an advan- 
tage. 


Bedford Generai Hospital (North Wing), 
Kimbolton Road, Bedford (233 beds). 
Res. or non-res. JUNIOR for Chest 
Wards, Also required for Medical Ward. 





will 


Part I Pupil Midwives. 





CENTRAL MIDDLESEX HOSPITAL 
PARK ROYAL, LONDON, N.W.10 


Applications are invited for the appointment of DEPUTY MATRON which 
become vacant due to retirement. 
hospital of' 726 beds and is a complete training school for Student Nurses and 
Applicants must have had wide administrative 
experience in a similar large training school. 

Application forms obtainable from and returnable to Group 
Central Middlesex Hospital by 21st February, 1958. 


The hospital is an acute -general 


Secretary at 








The Royal London 
Hospital, Great Ormond Stree! 
Square, W.C.1 (General Hospital—183 
beds). Res. or non-res. Experienced. 

Upton Hospital, Siough, Bucks. 
(General—211 beds). Res. or non-res. 
SENIOR. One of three. Working with 
Night Superintendent. Residential accom- 
modation (five roomed house) available 
24 miles from Hospital. 

Victoria Maternity Hospital, Wood 
Street, Barnet, Herts. S.R.N., 5.C.M. 

West Herts Hospital, Heme! Senpeiens, 
Herts. (General Training School). Res. 
or non-Tes. One of two. 


Homoeopathic 
t and Queen 


MIDWIFERY SISTERS 


Perivale Maternity Hospital, Western 
venue, Greenford, Middx. (Modern 
Midwifery Training School. Part I— 
52 beds). Res. or non-res. For Holiday 
Relief for period of at least nine months. 

Queen Mary Maternity Unit (West 
Middiesex Hospital), Isleworth, Middx. 
(100 beds, 80 cots, 15 premature cots). 
Res. or non-res, Junior. 

Welwyn Garden City — Hospital, 
Peartree Lane, Wel Garden City 
(Part II or. gg School— 
30 beds). 
pleasantly pane bl 
half-an-hour from Central 

West Middiesex Hospital (Chiswick 
Maternity Hospital Unit. "Part I Mid- 
wifery Training School—20 pupils). Non- 
res. 


DEPARTMENTAL SISTERS 


St. Charles’ Hospital, Ladbroke Grove, 
London, W.10 (General Hospital—576 
beds). Res. or non-res. For O.P.D. and 
Casnalty Dept. 

Watford and District Peace Memorial 

(General Hos- 
Casualty 
Senior of four. Very 


Hospital is 
= ep suburb, 
oe 


and Out-patients. 
busy department. 





Boston Manor Road, 


Brentford Hospital, 
(General—33 beds). 


Brentford, Middx. 
Res. or non-res. 
Clare = South Mimms, 
Hospital— 
S.R.N, 


Hospital, 
Herts. (Chest 
Res. or non-res. 
for Medical Ward. 

Harefield Hospital, Harefield, Middx. 
(616 beds). Res. or non-res. For 
Female Geriatric Ward. ALSO required 
for Acute Male General Medical Ward. 
Excellent experience for applicant 
interested in the training of Student 
urses. 

Hillingdon om ae 
(General—621 bed COND SISTER, 

.R.N., R.S.C.N., y Shildren's Medical 
My ALSO SECOND SISTER, S.R.N., 

R.S.C.N., for Children’s Surgical Ward. 

King Edward Vi! Hospital, Windsor 
and Old Windsor Units, Windsor, Berks. 
(General—456 beds). Res. or non-res. 
For Female Geriatric Ward at Old 
Windsor Unit. 

King Edward Vii Hospital, Windsor 
and Old Windsor Units (General—456 
beds). Res. or non-res, 8.R.N., R.8.C.N., 
for Children’s Ward. 

and Edward Vii Hospital, Windsor 

Id Windsor Units (General—456 
Res. or non-res. S.R.N., R.S.C.N. 
ag Babies’ and Toddlers’ Ward. 

King Edward Memorial Hospital, Clay- 
ponds Wing, South Ealing, W.5 (Ortho- 
paedic, E.N.T. and Geriatric). Female. 
For Geriatric Ward (14 beds). 

ospital, New End, Hamp- 
stead, N.W.3 (230 | beds). Res. or non-res. 
$.R.N. Reply Dept. N.37. 

Paddington General Hospital, Harrow 
Road, W.9 (582 beds). Res. or non-res. 
(Gynaecological). 

Park Hospital, 
Bedford § (88 
Male Tuberculosis Ward. 

Potters Bar and District’ Hospital, 
Mutton Lane, Potters Bar, Middlesex 
(Acute—56 ). Res. or non-res. For 
Acute Women’s Ward. 


irs gl Middx. 


Mogerhanger Park, Nr. 
beds). Resident. For 





WARD SISTERS—Contd, 
St. Charles’ Hospital, 
Lenden, W.10 —— 
beds). Res. or non-r 
Ward. ALSO for Male 
Road, 


St. Elizabeth's, Mayfield Avenue, 
ping oe N.12. Res. or non-res, 
Matron, Finchley Memorial 
Granville Road, N. Finchley, N, 
St. Mark’s Hospital, St. Mark’s 
Maidenhead (Chronic Sick—169 | be 
Res. or non-res, 8. : 


For 
Medical 


Teddington, Hampton Wick and 8 
Hospital eo reddington Middlesex 
—65l1 beds) . Res, or non-res, ra 


duties. 

Upton Hospital, Slough 
(General—211 beds). Res. or 
Required for the opening in th 
near future of a 30 bedded Male 4 
Ward. , 

Whittington Hospital, Highgate 
London, N.19 (1,081 beds). t 
non-res. -R.N. for night ote: 
lent opportunity for experienced 
who are interested in — 
a large Hospital. Reply on 

bo gg pee a ee Hospita 
Road, » N.W.10 (Ward. of 291 
Pomme” Sursizal Ward Sister. 4 
Matron for particulars. 


RELIEF SISTERS © 


Finchley Memorial Hospital, 
Road, North a 


(Acute—76 
Wards). Res. or non-res, 

Potters Bar and District E 
Mutton Lane, Potters Bar, Middx. (Ag 
—56 beds). Res. or non-res. S.R.N,, 
period of nine months. 

Watford and District Peace M 
Hospital, Watford, Herts. (General 
pital—208 beds). Resident. Holi 
Relief. 

Whittington Hospital, Highgate 

N.19 (1,081 beds) ). 
non-res. For day and _ night 
Suitable post for Staff Nurse  seeki 
promotion. Must have S.R.N. for 
least two years. Reply Dept. Ni 


STAFF MIDWIVES 


Barnet General Hospital, Mat 
Unit (Victoria Maternity Hospital 
Wood Street, Barnet, Herts. (70 beds) 
eee so Beceevei Res, or non-res. 

General Hospita! (North wae 
(uotenie Be ays Kimbolton R 
ford (60 and 3 premature cubi 
es. oF ine on This hospital is a Pa 
II Midwifery Training School. 

Chiswick Maternity Unit (West Middle 
sex Hospital), Middlesea 
Non-res. §.R.N., S.C.M. ‘Part I Mid} 
Perf Training School—20 pupils. $.R.N. 

8.C.M. Non-resident. 

Paddington General Hospital, 
Road, W.9 (Part II Midwifery Tran 
School—100 beds). Res. or 
Sub-unit 10 beds at St. Charles’ Hospital 
Ladbroke Grove, W.10. Full-time 0 
part-time. Res. or non-res, 

Perivale Maternity oo, 8 
Avenue, Greenford, Midd (Moder 
Midwifery Training School, Part Ii 
beds). Res. or non-res, Also part-tin 
mainly for Out-patient Clinic_ wo 
Situated within easy access of Londd 

Queen Mary Maternity Unit (W 
Middlesex Hospital), Isteworth, Mid 
(100 beds, 80 cots, 15 premature cots) 
Res. or non-res, S.R.N., S.C.M. Part 
Midwifery Training School—40 put 
(full-time). 

Upton Hospital, Slough, 
(General—211 beds). Res. or non 
Welwyn Garden City Maternity 
pital, Peartree Lane, elwyn Gare 
rar (Part Il Midwifery ‘Training Se 

beds). Resident. Hospital: 
Sisasautiy situated in garden &i 
within easy reach of Central London, | 


Res, 











